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Cooperation of Hospital Chaplains 
The Right Reverend Monsignor Leo Gregory Fink, V. F. 


ident to present this paper on the subject of 

Codperation of Hospital Chaplains, the writer 
humbly combines his personal experiences as an army 
chaplain, city curate, country missionary, and at 
present as rector of the Sacred Heart Church to which 
is attached the position of director and treasurer of 
a three-hundred bed hospital in a city of over one 
hundred thousand inhabitants.* The institution is none 
other than the Sacred Heart Hospital, and the city 
is Allentown, Pennsylvania, which contains a minority 
Catholic population of about fourteen thousand souls. 
From this point of vantage the writer looks down the 


[: accepting the invitation of your esteemed Pres- 


vista of experience and pens these few lines. 


Coéperation 

In speaking of any hospital, no matter how small 
it may be, we must realize the true nature of a hospital. 
It is a veritable city with all the complex problems of 
a city. Its departments, its forms of service, and its 
personalities are so varied and multiplied that nothing 
short of codperation will keep the vast mechanism in 
perfect running order. 

Codperation in its strict meaning is nothing else 
than “to act or operate jointly with another or others.” 
Selfishness and isolation for personal gain could never 
be tolerated in a Catholic chaplain, and hence, we 
realize that a successful chaplain is one who co- 
Operates; i.e., acts or operates jointly with every 
human element in the hospital. An integral agent in 
the perfect functioning of the entire hospital’s human 
element is the chaplain, who must ever realize that 
although his office demands that he be acquainted with 
the ethics of the medical profession and that he be 
oft consulted about the moral issues of life, neverthe- 
less he is not the supreme arbiter sitting in judgment 
upon all the intricate problems of hospital life, nor is 
he the final authority who can commandeer unlimited 
service for his personal honor and comfort. The 
chaplain should, in the truest sense of the word, “be 
in the hospital world and yet not of it” — cultured, 


*Read at the 17th annual convention, C.H.A., Villanova, Pa., June 21- 
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diplomatic, and prudent. He should be one who knows 
how to codperate and does codperate with every 
departmental agency in the hospital. He should be the 
acme of codperation and one from whom all the other 
members of the institution can learn the real spirit of 
codperation. The Catholic chaplain should be, in the 
words of St. Paul, omnia omnibus (all things to all 
men), a man of principle, a friend to the friendless, and 
one of Christ’s ministers who is not “presiding” but 
“serving” at the “Table of the Lord” for afflicted 
humanity. In other words, the success of the Catholic 
chaplain depends upon his ability to coéperate with 
all the other personalities in the hospital. However, 
since the very word coéperation implies a bilateral 
contract and action on the part of two or more persons, 
we shall endeavor to treat our subject from two points 
of view; namely, 

1. Codperation which is personal on the part of the 
chaplain. 

2. Codperation which is institutional on the part 
of the hospital. 


Personal Codéperation 


In his daily contacts with the board of trustees, the 
physicians, the nurses, lay or religious, the patients, 
and the employees as well as the visiting public, the 
Catholic chaplain should not deign to make himself 
anything else but a “priest of God.” Some misguided 
chaplains imagine that, in order to hold themselves 
in big esteem, they must necessarily step down to the 
common fellowship of college chums and participants 
in the vagaries of the secular life. Any Catholic 
chaplain who wishes to retain his official dignity in 
thought, word, and deed, dare not put aside his priestly 
bearing at any time. He dare not become a “handy 
man” nor the institution’s “court jester.” A Catholic 
chaplain should be a chaplain and nothing else and 
the measure of his success will be attained by the 
spirit of coéperation which he manifests in all the 
ramifications of hospital life by “minding his own 
business” and “saving souls.” 

The entire hospital becomes his whitened “harvest 
field” and we can assure ourselves that every contact 


357 











. 358 


made through the chaplain’s daily ministrations should 
bring about spiritual as well as psychological effects. 
Physical improvement may also result. With every 
human element enumerated.in his census of the hospi- 
tal, the Catholic chaplain must seek codperation from 
everybody to achieve success. This brings us to the 
question of the hospital’s codperation with the 
chaplain. | 

Institutional Coéperation 


The hospital’s purpose and raison d’étre is none 
other than to rehabilitate afflicted humanity. Physical, 
psychological, and spiritual means must be utilized. 
In the physical order, the hospital obtains results by 
codperation with the physical agencies of the institu- 
tion; in order to obtain spiritual and sometimes psy- 
chological results, the hospital must codperate with 
the chaplain. 

Coéperation on the part of the institution can be 
accomplished by knowing the personality of your 
chaplain, respecting his ability to minister to your 
needs, and by serving him for the greater glory of 
God and the honor of your hospital. 

First, you should endeavor to know your chaplain 
before you plan codperation. Apply a little psychology 
to your frequent contacts with the chaplain and realize 
that your interest in his work and his appreciation of 
your efforts to codperate should only be correlated in- 
sofar as your objective is something spiritual. What 
sort of man is your chaplain? Is he young or is he 
old in the service of God? Is the work of the 
chaplaincy his own selection, or has it been forced 
upon him by the corrective orders of his superiors? 
Does he regard his work as a position of honor, or does 
he regard your hospital as one of the diocesan penal 
institutions for the interment of his brilliant gifts of 
mind and heart? Is his term of service indefinite, pro 
tem, or a permanent position? Remember, it makes a 
great difference into which category your chaplain 
falls, and your spiritual success depends upon his atti- 
tude of mind and mode of action. You want him to 
succeed; know your chaplain before you codperate. 

What can you do? What should you do? To properly 
codéperate with your chaplain, you should endeavor to 
be present, if possible and permissible, at daily Mass, 
frequent Communion, devotions, and the conferences 
given for your personal benefit and the welfare of the 
hospital. The ratio of your codperation will depend 
upon the proportionate number of your meditations 
and visits that you make to your Sacramental Lord 
Who will be your counselor and comforter in the many 
problems and difficulties of the nursing profession and 
hospital administration. As a religious you need not 
be reminded of the value of meditation as being 
productive of genuine codperation. When codperation 
is refused, the words of the Prophet Isaiah are again 
fulfilled, “With desolation is the land made desolate, 
because no man thinketh in his heart.” With dread 
desolation is the hospital made desolate, when nobody 
meditates and refuses to admit that codperation is 
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absolutely necessary for the codperation of depart- 
mental life in a hospital. 

Apart from your own personal sanctification arising 
from the “peace of heart and mind” which true service 
bestows upon you, codperation with your chaplain is 
also necessary for your patients. First, you should 
humbly assume the responsibility of ascertaining a 
knowledge of the religion which your patient professes 
and practices. You need never define the procedure 
of the chaplain to your patient. Be content to call the 
chaplain, prepare the way for his reception, and then 
leave the problem to the chaplain and your patient. 
Get out of the picture; keep the Eleventh Command- 
ment (which is “Mind your own business”) and you 
will truthfully coéperate with the chaplain. When the 
sacraments are to be administered, prepare everything 
for the “coming of the Lord” in the sacrament of His 
Divine Love. In the wards always draw a screen about 
the patient’s bed, both for the hearing of confession 
and the reception of Holy Communion and Extreme 
Unction. In the early hours of the morning, if Holy 
Communion is brought to the sick, it will not be neces- 
sary to screen off your patients, but it is proper that 
you should accompany the chaplain with a lighted 
candle and kneel reverently when the patient receives 
Holy Communion. In the administration of Extreme 
Unction, be present with a lay nurse at the bedside of 
your patient; prepare your patient, follow the direc- 
tions of the chaplain, and answer the prayers. Do not 
be too efficient and “commercial minded” at the hour 
of death! A few moments with your dying patient will 
not be lost! 

If you want the patient to respect the chaplain, co- 
éperate by seeing to it that your patients read good 
literature which will create a certain respect for reli- 
gion and a desire to meet your chaplain. Again, it is 
a good policy to keep your patient informed as to the 
good work of your chaplain. If you constantly criticize 
him to your patients, you destroy his power to do good 
and you do not codperate. 

With regard to the student nurses and even the 
registered nurses, you should always endeavor to up- 
hold your chaplain and to advance him in their high 
esteem. Keep your equals and inferiors free from all 
idle gossip about the chaplain; nicknaming or making 
your chaplain a popular hero is to be condemned. Cor- 
rect all forms of loitering in the corridors and long 
promenades of nurses with the chaplain. Loud talking 
and laughter between the chaplain and nurses does 
more harm in the minds of the patients, who in their 
abnormal condition imagine “the joke” is on them 
or that there is some “breakdown” in the priestly 
character of their chaplain. 

Student nurses must be regarded, for the most part, 
as mere girls out of high school; they are immature 
in judgment, inexperienced in hospital courtesy and 
decorum, and being just released from the influence 
of their mothers and home life, they find themselves 
dazed in the vista of their brief hospital experience. 
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These sentimental Cinderellas must be checked in 
many things and it is by the definite establishment 
of Sodalities of the Blessed Virgin Mary in our Cath- 
olic hospitals that a true check and influence can be 
maintained through codperation with your chaplain. 
These sodalities should be supplemented with the 
recitation of the little office, the attendance at benedic- 
tion, and also conferences given by the chaplain or 
some other priest who understands needs, temptations, 
and duties of student nurses as well as of registered 
nurses. The conferences over a three-year period could 
comprise a course as follows: First year, the Ten Com- 
mandments; second year, the Apostles’ Creed; third 
year, the Sacraments. 

The Sodality conference must not be confounded 
with the ethics of the nursing profession. The writer 
of this paper, as an instructor in ethics for nurses as 
well as in the regular course of psychology, under- 
stands that the need of the Sodality conferences is 
imperative. The Sunday sermon does not suffice; the 
student nurse needs a course of dignified instruction 
in Christian doctrine and morality. You can codperate 
with your chaplain if you encourage the student nurses 
and even other nurses to be faithful to the Sodality, 
to attend the conferences, and to depend upon the 
chaplain for spiritual guidance. 

The attendants in any Catholic hospital should co- 
éperate with the chaplain by attending Mass, going 
to the sacraments regularly, and living as practical 
Catholics in a Catholic institution. You, my good 
Sisters, can do much to encourage the attendants em- 
ployed by your hospital to attend Mass and frequent 
the sacraments. The entire hospital will gain much 
thereby. 

In few words, we all realize that codperation is not 
only imperative on the part of the chaplain, but also 
on the part of every individual in your hospital. Work- 
ing hand in hand, heart to heart, and with God’s glory 
and your hospital’s honor as the ultimate objectives, 
you will always codperate with your chaplain. The 
purpose of your codperation will always effect the 
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salvation of some soul and the way which you prepare 
for the coming of the chaplain to the sinner will be- 
come your path to happiness. 


Conclusion 


Were I speaking alone to chaplains, I would recom- 
mend some very stringent rules for the welfare of 
the hospital and for the personal protection and effi- 
ciency of the chaplain. I would make his work spir- 
itual and would suggest that the care of the hospital 
be given over to a priest or priests of the nearest 
rectory to the hospital. It is not necessary that the 
chaplain should live in the institution and in the Phila- 
delphia archdiocese there is no chaplain located in 
the institution. A chaplain is always available when 
needed ; his work is satisfactory in every detail, and 
his work is purely spiritual. In other words, the writer 
believes that the parish priest is thoroughly capable of 
acting as hospital chaplain and his vigilance in being 
ready himself or keeping one of his curates always 
prepared for an emergency call, has proved in the 
Philadelphia archdiocese the practicability of the non- 
resident chaplain. 

In closing, the words of Lacordaire are most per- 
tinent to the life of a Catholic chaplain: 

To live in the midst of the world without wishing its 

pleasures; 

To be a member of each family, yet belonging to none; 

To share all sufferings; to penetrate all secrets; 

To heal all wounds; to go from men to God and offer 

Him their prayers; 

To return from God to men, to bring pardon and hope; 

To have a heart of fire for charity, and a heart of bronze 

for chastity; 

To teach and to pardon console and to bless always; 


My God, what a life! and it is yours, 
O Priest of Jesus Christ. 


Although you are only privileged to codperate with 
your chaplain, nevertheless, we hope that your ideal 
of the chaplain will always be that of Lacordaire and 
that you will always coéperate with him for no other 
purpose than the greater glory of God and the greater 


honor to your hospital. 


Essentials of a Diagnostic Department 
James P. Dean, M. D. 


for a moderate-sized hospital presupposes the 

need for such a separate department. Such a 
department may not be necessary in all hospitals, but 
for a hospital like St. Mary’s in Madison, Wisconsin, 
which is surrounded by a large rural population and 
supported by a large number of individual practi- 
tioners, it offers distinct advantages to both doctor and 


patient.* 


[Ti establishment of a diagnostic department 
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We have seen in modern medicine the development 
of large clinics throughout the country which can serve 
the patient perhaps better than the individual practi- 
tioner in a certain percentage of cases. Yet the bulk 
of medical practice remains in the hands of the gen- 
eral practitioner who has not the advantages of one 
connected with a large group. He must refer cases fre- 
quently to one or more specialists for examination and 
diagnosis with the result that much valuable time may 
be lost and the expense to the patient is greatly in- 
creased. The individual practitioner may limit the use 
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of special procedures to those most likely to yield 
positive findings. This practice often results in serious 
errors. 

Purpose of the Service 


Our efforts in Madison at ’St. Mary’s Hospital were 
stimulated by the following needs: To develop a de- 
partment that would render, first, a more rapid diag- 
nosis ; second, a more complete diagnosis; third, a less 
expensive diagnosis ; and, fourth, to offer to the coun- 
try and individual practitioner a place of reference 
for difficult cases that could not be handled elsewhere, 
The plan that is outlined in this paper was developed 
to suit our particular needs, and may, of course, not 
be necessary or feasible in every community. 

St. Mary’s Hospital is an open hospital of 175 beds 
and has a staff of 45 members. We have in the hospital 
a separate obstetrical department, a pediatric depart- 
ment, and a diagnostic department. The general medi- 
cal and surgical cases are otherwise mixed. 

The plan of developing a diagnostic department, 
was, to a certain extent, stimulated by complaints of 
the patients about the cost of certain examinations. 
For instance, it might be necessary to secure a com- 
plete gastro-intestinal X-ray study, a cholecystogram, 
perhaps a cystoscopic examination and a pyelogram, 
and examination of the teeth and sinuses. These exam- 
inations being done at different times and strung out 
over an extended period, total in cost a considerable 
sum of money. Even then an accurate diagnosis may 
not be possible because of a lack of essential bits of 
knowledge that might be added by proper evaluation 
of symptoms or proper special consultation. Working 
under this plan, three of the complaints are imme- 
diately neutralized; that is, the expense is reduced, 
time is saved, and a better diagnosis is made. The 
fourth object, that is offered to the rural physician, is 
a service with limited cost to the patient which im- 
mediately becomes popular because it supplies a long- 
felt want. 

Importance of the Staff 


A diagnostic department that will provide the ad- 
vantages enumerated in the foregoing, must have as a 
foundation certain essentials. The most important of 
these becomes evident by mention of what we attempt 
to accomplish. The success or failure of such a de- 
partment, with these ideals in view, is dependent 
wholly upon the active staff. The enthusiasm of the 
staff members, the willingness of each individual mem- 
ber to codperate fully, the unselfishness of each in- 
dividual, and the desire to practice medicine for scien- 
tific purposes, can make the work in a diagnostic de- 
partment both interesting and instructive. The reward 
comes in the thrill and joy of exposing to light the 
hidden cause of the patient’s affliction, and dispelling 
the mystery surrounding his illness. The only excuse 
for the practice of medicine, the only reward we can 
expect to obtain is the joy that comes with search for 
the truth in the light of our present-day knowledge. 
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Medicine would be drudgery unless the physician 
could receive a joyful feeling, unless his emotional 
centers are aroused a bit by making a correct diag- 
nosis on a difficult case. Events of the past years 
have proved conclusively that chasing the rainbow 
for the pot of gold only ends in disillusion and dis- 
appointment. The staff must have these ideals in mind 
and must practice medicine for medicine’s sake, not 
only to make a diagnostic department possible and 
successful, but for the success of the hospital as a 
whole and for the preservation of medicine as an 
honored profession. 

The staff, of course, must be well-balanced, and 
should include all of the well-known specialists, each a 
careful, diligent, and honest member. Whether his 
reputation is great or not, makes little difference; if 
he works hard, that is the essential thing. One mem- 
ber of the staff will act as the chief of the diagnostic 
department upon whom will rest certain responsibil- 
ities and duties. This man should preferably be one 
interested in general medicine, an internist, so to 
speak. He would be compared to a chief surgeon in 
another department. This service can be rotated among 
other members of the staff if such are available and 
fitted. His duties are not to examine each patient un- 
less he so desires, but rather to act as director, to steer 
the examination and advise those under him. The third 
link necessary is the use of an intern whose duties 
lie entirely in this department and who can give his un- 
divided attention to the history and examination. He 
will accompany the patient through all the examina- 
tions, so as to derive as much benefit as possible. He 
should see the fluoroscopic, proctoscopic, or cysto- 
scopic examinations and other investigations being 
made. The only other person necessary in such a de- 
partment is a well-trained nurse who has sufficient 
knowledge about preparing patients for the different 
examinations. She must be drilled in detail, especially 
to avoid confusion in the set plan of examination. Of 
course, if a resident physician is present, the depart- 
ment is open to him for study and his efforts to help 
are welcomed. The services of a clerk or stenographer 
can generally be borrowed from another department 
of the hospital for reports and letters, as only a small 
part of her time is needed. 

The physical equipment must naturally be such that 
every well-equipped hospital already has. The rooms 
for patients naturally is the first consideration. 
Although not absolutely essential, it greatly facilitates 
the examination to have them segregated in a part of 
the hospital and in close proximity to the X-ray de- 
partment, laboratories, metabolic room, and kitchen. 
Fortunately, for St. Mary’s, we were able to obtain 
in one wing which is quite distant from the business 
office and on the first floor, a space for 16 beds; 8 
single rooms, 2 double rooms, and a 4-bed ward. No 
other patients are on this floor and the work of ex- 
amining is unhampered and the patient is more com- 
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fortable. The special-diet kitchen and the elevator 
adjoin this space. Beneath this is the out-patient clinic 
containing equipment for eye, ear, nose, and throat 
examination and treatment, where refraction appara- 
tus, perimeter, darkroom, and other equipment for 
the examination of the eyes, ears, nose, and throat are 
available. One elevator in this wing takes the patient 
up to the X-ray department, the cystoscopic rooms, 
and the clinical laboratory. If a diagnostic patient is 
acutely ill and requires nursing and treatment, he can 
be placed on the active floor while undergoing exam- 
ination. 
Reducing Expense to Patient 

I stated previously that reduced expense to the 
patient was one of the primary considerations in the 
development of a diagnostic department. To accom- 
plish this object, the following scheme was adopted: 
After careful study of actual costs in previous months, 
it was estimated that patients could be admitted to the 
diagnostic department at a per diem charge of $12 
plus the charge for room rent. This would include all 
diagnostic measures requested by the patient’s phy- 
sician. It was found that the hospital could offer this 
service and receive a very small profit on a cash basis. 
Furthermore, under this plan, physicians can advise 
their patients what the exact cost will be. To further 
avoid expense, it is distinctly understood that staff 
members giving their services to the diagnostic depart- 
ment do so without cost to the patient. Their only 
monetary reward can come from later work done for 
the patient. As an example, if a urologist is called into 
consultation, his examination, no matter how exten- 
sive, is without charge. However, if the patient he ex- 
amined had a final diagnosis of nephrolithiasis in 
which surgery is indicated, naturally the case should 
be referred to him for further care. At this point the 
patient becomes a private case on the regular fee basis, 
both for the hospital and the doctor. The hospital 
further profits because many of these patients require 
hospital treatment after a diagnosis has been made, 
and become active medical or surgical cases. 
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Many patients are anxious to avail themselves of 
an opportunity to be thoroughly studied at a cost they 
know to be within their means. The hospital welcomes 
the opportunity to have its laboratory work efficiently 
done and the physician grasps the chance of improved 
hospital service which in no way interferes with his 
management of the case. In the first year at St. Mary’s 
Hospital, 240 cases were examined. The large num- 
ber of cases examined, the large variety of final diag- 
noses made, and the many unsuspected diseases un- 
covered, certainly justifies the existence of such a 
department. The plan of offering to the physicians 
and to the public the best concerted efforts of all the 
diagnostic agencies of the general hospital at a cost 
basis, is certainly workable and profitable alike to the 
physicians, hospital, and, above all, to the patient. 
Let me trace a typical case through this depart- 
ment. Dr. B., of Belleville, twenty miles from Madi- 
son, refers Mrs. Smith to the diagnostic department 
for examination. She is allowed to select her room at 
a known price. Immediately the intern in the depart- 
ment is notified. He takes a complete history, a his- 
tory containing the minutest details and makes the 
general physical examination. He then calls the chief 
of the diagnostic department who studies the history 
and physical examination and makes any further ex- 
amination necessary to check the intern’s findings. 
The chief then orders the special examination indi- 
cated codrdinating these examinations in such a way 
that the greatest number can be done in the shortest 
time, consistent with good work. Consultation is re- 
quested as indicated. On completion of the examina- 
tions, which generally requires two to four days, all 
information obtained is studied and a diagnosis is 
made by the chief of the diagnostic service. A sum- 
mary of the history, physical findings, complete 
laboratory reports, are typed and mailed immediately 
to the referring physician and the patient is dis- 
charged. Further disposition of the case lies entirely 


_ with the referring physician. 


The Reverend Joseph S. O'Connell 


our hospitals we must always keep in mind the 
highest and best standards of modern hospital 
practice and in addition the fact that as Catholic 
hospital administrators we have a further obligation ; 
namely, to reflect the spirit of charity which of neces- 
sity must characterize our work.* 
The hospital, perhaps more than any other kind of 
charitable activity, represents to the rest of the com- 
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munity the Church at work — the practical application 
of many of the teachings of our Blessed Lord. Since 
this is so, it behooves us so to conduct these hospitals 
that both their scientific excellence and their kindly 
charity may reflect credit on the Church they repre- 
sent. This happy combination of an institution inspired 
by the virtue of charity and aspiring toward the per- 
fection of scientific achievement gives us the ideal 
hospital. 

With this as our underlying principle, let us proceed 
to the consideration of the admission of patients. Our 
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first concern is the patient’s physical condition. Is he 
a suitable patient for this particular institution? This 
must be decided in the case of a private patient by the 
staff member who requests his admission. For the ward 
patient it is decided by an admitting physician or by 
the out-patient department of the hospital if it has 
one. Every hospital has definite limitations — it cannot 
care for every sick person and it should admit only 
those whom it. is equipped to care for. A general 
hospital should carefully sort its patients to exclude 
those suffering from contagious diseases, mental dis- 
orders, and pulmonary tuberculosis unless they have 
segregated quarters for such patients. Moreover, a gen- 
eral hospital must guard against the possibility of 
filling its wards with chronic cases. These latter do 
not need the highly organized service of a general 
hospital and their acceptance means that for a long 
period of time they will usurp accommodations that 
are needed for the acutely sick. It is decidedly an 
economic waste to expend large sums of money on 
laboratories, operating rooms, X-ray equipment, and 
nursing schools, and then fill the wards with patients 
who do not need and cannot benefit by them. More- 
over, it is impossible to give adequate training to 
interns and nurses when the wards are crowded with 
chronic cases, many of whom need only custodial care. 
Such patients can best be cared for in special institu- 
tions or in wards or annexes specially organized for 
their care. 

When on physical grounds the patient has been 
adjudged a suitable client for the hospital our next 
consideration must be the type of accommodations he 
needs or desires and his ability to pay for them. At 
this stage we must be thoroughly businesslike, but at 
the same time charitable, courteous, and kindly. Out- 
side of accident and emergency cases the business 
arrangements for a patient should be gone over very 
carefully at the start. Either he asks for charity or he 
intends to engage accommodations and pay for service, 
much as he would in a hotel. 

In the former case, our policy should be that no 
deserving poor person be excluded simply because he 
is poor. Every Catholic hospital should, for the reason 
that it is Catholic, be charitable. Unless the Catholic 
hospital is going to do a fair amount of work for the 
poor, there is no reason for its existence, and if such 
an institution does exist it ceases to be Catholic in 
spirit. 

A reasonable amount of charity is expected of every 
Catholic hospital. After all, the Catholic hospital must 
meet its business obligations just as any other institu- 
tion, and for that reason it cannot receive all poor 
patients, much less all who ask for free care. Diligent, 
prudent, and kindly questioning and investigation will 
usually sift the cases so that only the deserving ones 
need be accepted. 

At this pdint we might stress the importance of 
having a very tactful person in charge of admissions. 
The same questions asked by two persons in different 
ways can produce impressions vastly different. It is 
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not so much the kind of questions asked as it is the 
manner and spirit in which they are asked. Far-reach- 
ing harm is often done by having an unsympathetic 
person on duty in the admission office. Some hospitals 
get very little general credit in a community for the 
charity that they do, simply because of one or a few 
unfortunate experiences of applicants in the admission 
office. Such experiences are broadcast far more widely 
than are those of the patients who receive kindly 
treatment. 

In this connection we might say that the good will 
a hospital enjoys in the community it serves is usually 
in proportion to the charitable work it does. The 
hospital that is reputed as charitable usually receives 
sufficient support from the charitable and public- 
spirited citizens of the community to enable it to carry 
on and even extend its charitable service. At the same 
time the hospital that has little or no room for the 
poor is regarded as a business rather than a charitable 
institution and is allowed to seek its financial support 
as any other business enterprise does. In sorting 
applicants for free care the admission desk of any 
hospital can avail itself of much valuable objective 
information about poor patients by having close 
contact with the welfare agencies in the community. 
A well-organized social-service department that makes 
use of the social-service exchange can be of great help 
to the admission department. 

The other class of patients is made up of those who 
can and will pay for their service. These, it is presumed 
have already been passed upon as physically suited for 
the hospital. Again it is important that they be inter- 
viewed by a tactful and businesslike person who will 
inform them of the sliding scale of prices for varying 
accommodations and acquaint them with the extra 
charges for which they may be liable. 

A person who has had no previous hospital expe- 
rience does not realize the extra services he may need 
and oftentimes feels that his only expense is the board 
bill for which he arranges. It is only right that from 
the outset he know something of the charges that are 
made on private patients for special nursing, nurses’ 
board, laboratory work, X-ray pictures, use of operat- 
ing room, etc. In all this we can be thoroughly business- 
like without ‘being at all offensive if the task is in- 
trusted to the right person. 

Here we might add a word concerning another kind 
of charity that might well be practiced in our hospi- 
tals; that is, adjusting rates or method of payment 
to the needs of the individual. The person of moderate 
means is oftentimes as much, if not more, entitled to 
consideration as the person of no means. The latter 
class can usually get from civil authorities help for 
which the former is not eligible. The self-respecting 
person of some means who does not ask for free care 
is deserving of our consideration when he is willing 
to pay as far as his means will permit and it is a real 
service of charity to adjust rates for him, and, if 
possible, propose plans of payment. In most com- 
munities the very poor can get the same medical and 
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surgical care as the rich can buy but little or nothing 
is done for the “man in between.” 

Pay patients are usually subdivided into three 
classes — private, semiprivate, and ward patients. The 
usual practice is that private and semiprivate patients 
are billed for their “extras” while the ward patient 
pays only the daily rate for his ward bed and is 
entitled to all the necessary service the hospital can 
give him. As a rule, the pay patients are sent to the 
hospital by the members of the attending and courtesy 
staffs. In these cases the doctor’s fee is a private trans- 
action between doctor and patient and the hospital is 
not in any way responsible for it. Such fees are agreed 
upon by the two interested parties and the hospital is 
not responsible for the size of the fee in any case, and 
should not accept responsibility for its collection. 

At times, pay patients apply directly to the hospital 
without having had any previous contact with a mem- 
ber of the staff. In such cases either of two courses is to 
be followed. Either the patient is referred to the physi- 
cian or surgeon on service, and a flat fee previously 
agreed upon is set, or such patients might be assigned 
to the staff physicians and surgeons in rotation, to 
become their private patients while in the hospital. 
In the latter case, favoritism must be guarded against 
—jit sometimes happens that the Sister in charge is 
prejudiced for or against certain doctors and treats 
them accordingly in matters of this kind. 

Thus far we have considered the policies that should 
guide us in the relations between the patient and the 
hospital and have suggested the necessity of being 
tactful and kindly as well as thorough in our business 
transactions while, on the other hand, we are sympa- 
thetic and helpful to the poor. Giving free care to 
those who can and should pay for it is not charity 
any more than being unsympathetic to the poor is 
Catholic. 

Relationship with Staff 
Our next relationship to consider is that with the 


hospital staff. In admitting patients what do we expect 
of the doctors and what do we do to protect their 


interests? First of all, we expect that they will send 


in as private patients only such as can be treated in 
the hospital. They know the limitations of the hospital 
and should ask us to admit only those we are equipped 
to treat. Second, we expect that in return for the 
privilege of bringing their private patients to the 
hospital they will give their services to the hospital 
patients when they are on service and will treat them 
as thoroughly, conscientiously, and kindly as they do 
their own patients. 

On the other hand, we must protect their interests 
by not accepting as free patients those who are able 
to pay for treatment. We are sometimes inclined to 
receive as ward paying patients individuals who are 
able to pay some fee for their medical or surgical care. 
As a rule, the ward patients applying directly to the 
hospital receive the free services of physicians and 
surgeons whether they are free or pay cases. The 
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hospital, assured of its ward fee, does not inquire as 
to whether or not the patient can afford to pay some- 
thing to the doctor. The members of the medical 
profession have always been most willing to give their 
services free to the deserving poor but they should not 
be imposed upon by being asked to treat for nothing 
those who can pay. Many who pay their ward rates 
can also pay a nominal fee for their medical and 
surgical treatment; others can make no such payment, 
but each case should be considered individually rather 
than included in a general policy that all who are 
treated in wards should receive the free services of 
the doctors. 

Our final consideration in the admission of patients 
is the policy that should govern our relationship with 
outside organizations; that is, municipal and county 
officers, insurance companies, industrial and business 
corporations, benevolent societies, and welfare organ- 
izations. How should the clients of these groups be 
treated? Should they be accepted for the payment of 
the regular ward rate? Should they be asked to pay 
the actual cost of their care or should they be received 
as free cases? 

We must first bear in mind that, as a rule, the ward 
rate is below the actual cost of such care. This reduc- 
tion is made possible by the fact that the hospital, 
being regarded as a charitable institution, receives 
donations and legacies, and benefits by the activities 
of auxiliaries in order that people of moderate means 
may receive adequate care in time of sickness. 
Benefactors who make such donations do not, as a 
rule, intend to relieve the public authorities of their 
obligation to provide for the poor; much less do they 
intend to lighten the burden of large, wealthy corpora- 
tions and insurance companies. 

Accordingly, we would say that when private chari- 
table hospitals are entering agreements with public 
authorities they should endeavor to secure as nearly 
as possible a rate that is in keeping with their actual 
cost of ward maintenance rather than the rate they 
give to individuals in moderate circumstances. Where 
such rates cannot be obtained a program of publicity 
should be effected whereby the people are given to 
understand that, though the hospital is receiving some 
remuneration from public authorities for the patients 
received from them, the hospital also is making a 
contribution of service. 

It has gradually come to be accepted that insurance 
companies referring compensation cases should pay the 
entire cost of such cases. The care of injured work- 
men is legitimately a charge on industry and should 
be paid in full by industry rather than be charged to 
charity. 

Business corporations referring employees to hospi- 
tals should pay the full cost of their care; in cases 
where they do not the patient should know that he 
is receiving a favor from the hospital as well as from 
his employer. Frequently, corporations, with a large 
generous gesture, endow a hospital bed. Such endow- 
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ment costs perhaps $5,000 or $7,500. This amount is 
adequate when given by an individual who occasionally 
or even fairly frequently designates a patient for the 
bed. But a corporation that practically always uses 
its bed for which it has donated either of the afore- 
mentioned amounts is actually paying only $250 or 
$375 a year for service that costs the hospitals any- 
where from $4 to $5.50 a day. Surely patients referred 
by such corporations should know that the hospital is 
befriending them in larger measure than is their em- 
ployer. On the other hand, some special consideration 
might be shown such corporations, insurance com- 
panies, and benevolent societies by reason of the 
volume of business they give the hospital. 

The only group that is entitled to charity is that 
composed of welfare and charitable organizations. 
Their clients are the poorer classes. Were these patients 
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to apply as individuals they would be considered as 
deserving of charity. It can rightly be presumed that 
the contributing public who support both hospitals 
and welfare societies intend that the clients of the 
latter should benefit by their benefactions to the 
former and that the hospital, a community resource, 
should be available to the welfare society in provid- 
ing health care for its clients. 

The hospital, and particularly the Catholic hospital, 
is expected to do a certain amount of charity work. 
This must be carefully restricted to the deserving 
poor. While in the true spirit of Christ-like charity, 
it does not make known its service to any individual, 
it should advertise widely and impressively the chari- 
table service it gives to the community and invariably 
the community will support such service and help to 
increase it. 





Sister M. Felicite, R. N. 


departments all vitally essential. The laundry 

is one of these essential departments.* Indeed, 
one might term it by analogy, the lungs of the hospital, 
for in very truth it is the purifier of the whole so- 
called organism. 

It is not necessary to emphasize here how vitally it 
enters into every phase of hospital work, for all who 
are familiar with the service of the sick agree that 
clean white linen has a therapeutic as well as a psy- 
chological effect on the patients. The surgeon who 
exacts a snow-white gown, the nurse and attendant 
whose cleanliness is a prime necessity, the patient 
whose personal comfort is an important factor in a 
rapid recovery, all to a great extent are dependent on 
the perfect functioning of the laundry. An imperfect 
laundry system certainly means a swollen budget for 
the hospital and more or less distress for the workers. 

St. Vincent’s Hospital in New York City has adopted 
the Direct Exchange System between the sickroom 
and the laundry through a Central Linen Room which 
controls both terms. Although this system has been 
in operation only one year, yet we have every reason 
to note the economical, efficient service rendered 
thus far. 

Our bed capacity is 418; frequently, we are com- 
pelled to increase this number during periods of 
epidemics, etc. We have at all times a larger percentage 
of active cases than of chronic, a circumstance which 
increases the demand for fresh linen. The yearly 
average of such patients is 6,700, making it peremptory 
for the hospital to be well stocked with clean linen 
every day, ye$, every hour during the year. With the 


, \HE hospital today functions through many 
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present system of direct exchange, we are able to do 
so conveniently and securely. 

The process is simple but the details can never 
be set aside; they are like the links which hold a 
strong chain together; if one be missing the chain 
will be destroyed. 

Before describing the operation of the Exchange, 
it is necessary to state that a stock of linen and 
clothing should be supplied to each floor when the 
system is first to be put in operation. The basis for 
this standard is two and one-half times the amount 
of linen and clothing allowed to each bed. St. Vincent’s 
allows eight sheets and eight pillow cases for every 
patient. This standard supply should be on hand in 
the ward or private pavilion at all times. 

Now the operation begins. There are three points 
of location: the sickroom, the central linen room or 
stockroom, and the laundry. 

An employee from the laundry department starts 
at 7:30 a.m. with a noiseless truck to collect the soiled 
linen in the private pavilion, beginning his work on 
the top floor. He brings all the linen to the laundry 
corridor, where another employee is waiting to receive, 
assort, and count it in the presence of the Sister who 
supervises the laundry department. When the count 
for each hall is completed, a laundry slip with this 
count is handed to the forewoman in charge of a clean- 
linen room which is adjacent to the laundry. She im- 
mediately starts to fill the truck from the supply on 
the shelves. By the time the employee collecting the 
soiled linen has finished his rounds, the clean linen 
is ready to be substituted for what has been removed. 
The same collector distributes the fresh linen to each 
pavilion or ward in turn, and then presents the slip 
with the count to be verified and signed by the Sister 
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in charge of that hall. By 10:30 a.m. all the linen 
belonging to the private pavilion has been returned. 
The return of linen to the ward building of 300 
patients is completed by 2 p.m. for all six floors. The 
operating-room linen is brought to and from the 
laundry by a porter employed in the operating room 
in order to avoid infection, because a laundry employee 
is not familiar with the operating-room technique. 

Under the direct-exchange system, the laundry has 
to maintain a repair room. The Sister in charge of the 
laundry inspects the articles to determine whether or 
not an article is beyond repair. If it can be mended, 
it is sent to the repair room in the laundry ; and if not, 
it is condemned. The condemned articles are listed, 
and they are sent to the central linen room every two 
weeks, whence all new articles are supplied. The oper- 
ating rooms are the only departments supplied directly 
from the central linen room with new linen, as the 
operating division does its own condemning and 
repairing. ; 

Our central linen room is located on the first floor 
of the hospital. The personnel consists of a Sister 
supervisor, three seamstresses, and an occasional 
volunteer worker. This staff is increased every 
Monday by the sewing circle of the ladies’ auxiliary 
whose unfailing interest is gratifying and most help- 
ful. Many articles, such as rompers, bed jackets, and 
numerous items of infants’ apparel of great demand 
in the pediatric department are added to our supply 
in the central linen room through the efforts of these 
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cheery, willing workers who devote a day weekly to 
the interests of the hospital. 

The new linen is marked with the foot-pedal mark- 
ing machine and placed on separate units of steel shelv- 
ing for the routine exchange. The linen for the private 
pavilion is marked “St. Vincent’s Hospital, 12th Street 
Building,” and for the ward side is marked “St. Vin- 
cent’s Hospital, 11th Street Building.” All face and 
bath towels when purchased have the name of the 
hospital woven through the center by the factory. 
Careful marking of linen saves the laundry employees 
from many hardships. 

Periodic inventories are taken on each floor through- 
out the hospital by the Sister in charge of the central 
linen room. If a shortage is found, the Sister or nurse 
in charge is held accountable, and it is replaced directly 
from the central linen room in order to maintain the 
standard supply required by the system of direct ex- 
change. This system is a positive check on where losses 
occur. 

It is well to insist that an article should be used 
only for what it has been intended, a sheet for a bed, 
a pillow case for a pillow, and neither one for bundling 
up linen. It is much cheaper to use laundry bags for 
this purpose than it is to use sheets or pillow cases. 

I think that these few points will be of some interest 
and value to those present; for although this direct 
exchange of linen has been in operation only one year, 
no department of our hospital would be willing to 
return to the old method. 








John R. Mannix 


OSPITAL superintendents are forced today to 
give a major portion of their time to the fi- 


nancial operation of their institutions.* The - 


present economic situation has forced us to investigate 
and to control hospital income and expense to a greater 
degree than heretofore, and as a result we have obtained 
much very valuable experience. The institution with 
which I am connected has had a decrease in income of 
from $1,920,000 to $1,500,000 annually during the past 
two years. Approximately $350,000 of this was due to 
losses in endowment income, and $50,000 to a reduc- 
tion in allowance from the Community Fund. It was 
necessary for us to maintain our income from patients, 
insofar as this was possible, and to reduce our operat- 
ing expense approximately $35,000 a month. All insti- 
tutions are having to face similar conditions at the 
present time. It is my hope that I can describe some of 
the things that we have done in the city of Cleveland 
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in such a way as to make our experience valuable to 
you. 

We in the city of Cleveland, are fortunate in having 
the Cleveland Hospital Council, which is a codperative 
organization of 18 hospitals, all of which are supported 
by the Cleveland Community Fund. The purpose of 
the Cleveland Hospital Council is to promote the effi- 
ciency of and coéperation between various interested 
hospitals for the better meeting the hospitals’ needs. 
The Council operates purchase and collection depart- 
ments. Many of the procedures which I shall discuss 
have been adopted by the Cleveland Hospital Council, 
and I wish to point out here that very few of the items 
are original; the majority are rather the result of the 
experience of many hospital administrators. 

Obviously, there are two methods of balancing a 
budget: first, by reduction of expense, and second, by 
increasing income. Entirely too little attention is given 
to the second item, and because of the importance that 
I place on this item, I should like to deal with it first. 
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CONTROL OF HOSPITAL INCOME 
Hospital Admitting Procedure 


Cleveland hospitals realizing the need of exercising 
greater control over the methods used in giving allow- 
ances and free, service to patients, as well as the col- 
lection for full-pay work, adopted uniform principles 
covering the investigation and approval of allowances 
and free service to patients, as well as uniform methods 
for the collection of accounts. It was pointed out that 
these institutions were distributing approximately $2,- 
000,000 worth of free service annually but that com- 
paratively little attention had been given to the proper 
control of the distribution of this service. It was 
pointed out that the admitting officer is a most impor- 
tant person in any hospital organization, and that un- 
less the proper individual is assigned to this position 
the entire admitting procedure would be a failure. The 
following qualifications for an admitting officer were 
set up: 

1. Knowledge of hospital routine. 

2. A business training and a social viewpoint suf- 
ficient to secure and evaluate information regarding 
the ability of an individual to pay for hospital service. 

3. A personality that will enable him to deal with all 
classes of people satisfactorily. 

It further recommended that: “On application for 
service, the admitting officer shall tactfully secure all 
information necessary to the assignment of the patient 
to accommodations which his financial circumstances 
indicate he can pay for. If the patient requests private 
or semiprivate room service and, in the judgment of the 
admitting officer, the patient is unable to pay for such 
service, then the admitting officer should tactfully ex- 
plain to the patient that the service which he will secure 
in other accommodations will be equally satisfactory. 

The practice of having the patient make payment in 
advance or sign a guarantee of payment or “cognovit 
note” should be continued in those hospitals in which 
this procedure is now followed, and those hospitals that 
are not now requiring a signed guarantee of account or 
“cognovit note” should do so for the protection of their 
own interests. 

The admitting officer should be instructed to secure 
the address of the person or persons signing a guarantee 
of account or “cognovit note.” 

A charge should be originated for every patient ad- 
mitted to the hospital regardless of the source from 
which patients have been referred. A bill for service 
should be rendered to every patient with the following 
exceptions : 

1. Cases referred by social agencies where a previous 
financial investigation has been made, the findings of 
which, in the opinion of the admitting officer, warrant 
free service. 

2. Cases referred by the hospital dispensary after a 
detailed financial investigation, the findings of which 
in the opinion of the admitting officer warrant free 
service. 
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For any patient (not occupying private or two-bed 
room) leaving the hospital who has not paid his ac- 
count, a record of this account should be sent to the 
Hospital Council the day after the patient has been 
discharged. On receipt of these accounts from the hos- 
pital, they will be referred to the investigators em- 
ployed by the Council and a report will be made to the 
hospital within 25 days after the discharge of the pa- 
tient, such report recommending the disposition of the 
charge which has been originated. Recommendations 
will be made in the following manner : 

1. That the account be charged off to “Free Service.” 

2. That the account be reduced by a stated amount 
and charged to “Allowance to Patients.” Account 
should be sent to the Hospital Council for collection in 
the same manner in which any delinquent account is 
handled. 

3. That the account be referred to the Hospital 
Council and followed through in the regular manner. 

This procedure was started on May 1 of this year, 
and while it is still impossible to say what the end re- 
sults will be, we are convinced that our earnings from 
patients will show material increases. This investiga- 
tion service will cost approximately 40 cents per case, 
and, granting that the average charge for hospital serv- 
ice is $70, this cost is only slightly over one half of 1 
per cent. 

Out-Patient Department Control 

The University Hospitals of Cleveland have felt that 
it was necessary to change the psychology of the public 
in regard to the operation of their out-patient de- 
partment. There is no doubt that with the advent of the 
Community Chest, a fairly large portion of our popu- 
lation has felt that out-patient departments were avail- 
able to anyone that needed medical service. We have 
completely “revamped” our out-patient department ad- 
mitting procedure. We are doing everything in our 
power to impress upon the public that our out-patieni 
department is available to those individuals only who 
cannot afford the services of a private physician, and 
that we expect even those individuals to pay for out- 
patient department service to the limit of their ability. 
In other words, we have attempted to have the public 
think in terms of a pay out-patient department rather 
than a free dispensary, being careful to point out that 
the out-patient department rates do not meet the cost 
of the service rendered. 


Collection Efficiency 

As I have stated, the Cleveland Hospital Council 
operates a collection department. This department is 
headed by a young attorney, and includes 10 workers, 
several of whom have had legal experience. All hospital 
accounts over 90 days old, when satisfactory arrange- 
ments for settlement have not been made, are referred 
to the Council Collection Department. This service was 
started in 1921 and reorganized in 1926, and we are 
convinced in Cleveland that if it were not for this cen- 
‘ralized agency with workers trained in the collection 
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of hospital accounts our present collection loss would 
be much greater than it now is. The cost of this service 
has been only about 18 per cent of the collections. This 
rate, of course, is much lower than that charged by com- 
mercial organizations. 

This service has the additional advantage of being 
under the control of the hospitals, so that discretion is 
used in the collection of accounts, and individuals are 
not forced to pay unless they have sufficient means. I 
should like to recommend to all cities in which two or 
more hospitals are located that they consider organiz- 
ing a central collection agency. 


Establishment of Rates and Charges 

Hospital supply costs have decreased approximately 
35 per cent during the past three years. Government re- 
ports show that wages and salaries have been reduced 
approximately 15 per cent. However, very few hospitals 
have reduced their rates, and I believe we have arrived 
at a time when we must give serious consideration to 
our rates and charges. It has always been my opinion 
that hospitals should sell hospital service as such, rath- 
er than sell various individual and special services. 
In other words, I believe that hospitals should quote a 
flat rate for, say ten days’ surgical service in a private 
room that would be all-inclusive: namely, it should in- 
clude room and board, operating-room service, labora- 
tory service, X-ray service, general nursing service, and 
formulary drugs. It may seem very unfair at first to 
charge all surgical patients. who stay in the hospital 
ten days the same flat rate in view of the fact that it 
will be much more expensive to take care of one patient 
than another. However, all charges are necessarily 
based on average cost, and if by a system of flat charges 
we can more nearly equalize hospital charges, the public 
will, I feel, be grateful, and we will no doubt increase 
hospital occupancy. 

All of us know that the public believes hospital costs 
are extremely high and a large portion of the public 
feels that it cannot possibly meet the ordinary hospital 
expense. I maintain that this is primarily due to the 


fact that hospital charges are so uncertain. Studies have _ 


shown that the average hospital bill is only about $70. 
However, an occasional hospital patient will have a 
charge of several hundred dollars and naturally this 
charge is the cause of much discussion. 

The University Hospitals of Cleveland are ready to 
put into effect a schedule of flat all-inclusive rates. This 
matter has had a great deal of study, so that the 
charges, as set up, are basically sound. I mean by that, 
they will bring approximately the same amount of in- 
come that our former rates and charges brought. Time 
does not permit discussing this plan in detail, however. 
If any hospital is interested, I shall be glad to forward 
detailed information regarding the plan. 


Control of Endowment Funds 
It has been my observation that hospitals have not 
exercised proper control over the endowment funds in- 
trusted to them. All hospitals should have an endow- 
ment fund committee made up of several members of 
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the Board of Trustees, whose duty it would be to reg- 
ularly review all securities held by the hospital, making 
whatever changes in investments are deemed advisable 
from time to time in order adequately to protect these 
funds. 
CONTROL OF HOSPITAL EXPENSE 
Hospital Salaries 

At the present time a committee in the city of Cleve- 
land is working on a schedule of hospital salaries for 
positions of a comparable nature. The committee has 
discovered that, while the per diem cost of supplies in 
Cleveland hospitals has a range of only 40 per cent from 
the minimum to the maximum, there is a range of 80 
per cent in the salaries and wages per patient day of 
Cleveland hospitals. It was also rather interesting to 
note that at least two institutions showed a higher sal- 
ary cost during April, 1932, than in April, 1931; other 
institutions showed decreases of from 2 per cent to 20 
per cent. 

In studying the salaries for comparable positions, it 
was evident that there is no uniformity. For instance, 
general-duty nurses were paid from $67.50 with main- 
tenance to $100 with maintenance ; telephone operators 
were paid from $45 to $90; orderlies were paid from 
$40 to $105. Similar examples could be quoted. As a 
matter of fact, there are as many such examples as 
there are hospital positions. Now we realize that it is 
not desirable to standardize salaries or to standardize 
positions. We do, however, believe that all employees 
with duties of a comparable nature should receive sim- 
ilar salaries. In other words, we believe that, for the 
sake of argument, orderlies should receive from $60 to 
$80 a month, but we believe that a range from $40 to 
$105 is incorrect. 

Hospital employees should be paid in accordance 
with the value of their particular position to the insti- 
tution, and, of course, to some degree according to their 
efficiency in that position. They should, however, not 
receive periodic increases in salary for no other reason 
than the fact that they have been with the institution 
for a longer period of time or because their personal 
circumstances require a larger wage. On the other hand, 
an individual should be advanced in salary as he is able 
to assume additional duties and as his value to the in- 
stitution increases. Many hospitals have lost very val- 
uable employees for no other reason than that the hos- 
pital did not see fit to reimburse the employee in ac- 
cordance with the value of his position. 

Analysis of Positions 

In addition to equalizing the amount of salaries, 
there is the additional need of analyzing each salary 
position to the end that each employee may render a 
maximum amount of efficient and necessary service. 
Time studies should be made of all positions through- 
out the institution. Some of the results to be gained 
from such studies may be enumerated as follows: 

1. Accounting Department : Eliminating the duplica- 
tion of various financial and vital records. 

2. Housekeeping Department: Efficiency can be in- 
creased by assigning a group of individuals to specific 
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duties throughout the building rather than assigning an 
individual to varied duties within a given section of the 
building. 

3. Laundry: Installing piece-work system, especially 
in the finishing department. , 

4. Maintenance Department: Installation of a 
weekly requisition system, so that many jobs of similar 
nature in various sections of the building may be 
handled at the same time, thus minimizing the amount 
of time spent in going to and from jobs by workmen. 

5. Dietary Department: The use of a staggered sys- 
tem for the serving of meals in both the dining room 
and on the patient units. Dietary expense is often ex- 
cessive because of peak loads that must be met. 

6. Nursing Department: Reduction of nursing ex- 
pense by maintaining the size of the student body at 
a point that provides for adequate training of the stu- 
dent nurse and maximum efficiency of her time on the 
nursing units. 


The Use of Time-Saving Devices 

Another method of reducing the cost of salaries and 
wages is by the use of various mechanical devices. How- 
ever, I want to point out here that before any such de- 
vices are installed a detailed study of the probable sav- 
ings should be made. I would like to enumerate some of 
the devices which have been installed in the University 
Hospitals, all of which resulted in material savings: 

Billing machines for accounts receivable and ac- 
counts payable. 

An addressograph for payroll, which originates time 
cards, payroll record, and payroll check. 

Check signer, which signs 1,100 payroll checks in a 
45-minute period, a job which formerly required five 
hours of the director’s time twice each month. 

An electric delivery truck for the transportation of 
laundry, food, storeroom supplies, and pharmaceuticals. 
This resulted in cutting the delivery force from 8 to 4 
men. 

Modern laundry equipment of proper size. 

Stoker and coal-handling equipment. 

Tractors for lawn mowing and snow removing. 

Pneumatic-tube system for the delivery of interde- 
partmental communication, requisitions, charge slips, 
laboratory reports, etc. 

The telautograph, for interdepartmental communi- 
cation. 

Supplies and Other Expense 

As I have stated before, there is comparatively little 
difference between the minimum and maximum cost 
per patient day exclusive of salaries and wages in Cleve- 
land hospitals. This is primarily because of the central- 
ized purchasing agency we have had for the past 14 
years in the city of Cleveland. The minimum cost is 
$2.05 per patient day and the maximum cost is $2.87. 
Time does not permit going into details of the opera- 
tion of this pyrchasing service. There are, however, a 
purchasing agent and an assistant, four buyers, and 
four clerks in this department of the Hospital Council. 
The purchasing agent and his assistant devote their 
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time to the general supervision, and making of con- 
tracts. The time of one buyer is devoted to the purchase 
of groceries and miscellaneous hospital merchandise ; 
the time of a second buyer, to the purchase of fruits, 
vegetables, and certain housekeeping supplies ; the time 
of the third buyer, to the purchasing of meat, fish and 
poultry, butter and eggs; and the fourth buyer’s time, 
to the purchasing of professional supplies and pharma- 
ceuticals. All of these people have had special training 
and long experience in their respective fields. 

Over a million dollars worth of hospital supplies are 
purchased through this department annually, and, while 
it is impossible to say what the total savings amount to, 
I can assure you that it is much larger than you would 
anticipate. In this connection, I should like to state that 
even if there were no direct savings, the Cleveland hos- 
pitals would still wish to continue this activity. Strictly 
from a service standpoint this department is worth 
many thousands of dollars annually to Cleveland hos- 
pitals. 

Central Stores 

I do not believe I have ever attended a state or na- 
tional hospital meeting in which the matter of a central 
storeroom has not been discussed. Nevertheless, a very 
substantial number of hospitals still do not, maintain 
central storerooms. In many other institutions, central 
storerooms are such in name only, investigation show- 
ing that there are many individual storerooms through- 
out the building. So much has been said about this sub- 
ject that nothing I can mention here will add to the 
knowledge of this department. I would, however, like 
to go on record to the effect that no institution of over 
fifty beds can control the use of various supplies with- 
out a central storeroom and a perpetual inventory of 
storeroom supplies. 


Nursing Unit Standards 

The University Hospitals have completely standard- 
ized all supplies used on the nursing units, specifying 
what articles should be used for every nursing proced- 
ure and what quantity of these articles should be kept 
on each unit. This has enabled us to purchase and store 
a minimum number of supplies. The standards are 
checked against every three months and any equipment 
which has been lost is replaced. Equipment is not fur- 
nished at any other time except in cases of extreme 
emergency. 

Insurance Cost 

The cost of building has been greatly reduced during 
the past three years. Hospitals should, therefore, have 
new appraisals made of hospital property and have in- 
surance rewritten on the basis of the new values. This 
will result in considerable savings: It is generally as- 
sumed that it is impossible to reduce insurance costs, 
but this is not necessarily true. All hospital administra- 
tors should periodically review their entire insurance 
schedule with their insurance agents. 

Heat, Refrigeration, Electric Current 

The University Hospitals have recently had a cam- 

paign within the institution for the reduction of con- 
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sumption of heat and light. We are now installing a 
small metal plate above each electric switch plate which 
requests that heat and light be turned off before leaving 
the room. While we cannot say what results we will ob- 
tain, we are convinced that there will be some saving. 

A study of refrigeration cost convinced us that it was 
not economical to run brine lines throughout the hos- 
pital building. In view of this, we installed an ice plant 
with circulating brine in the sub-basement of the Lake- 
side Hospital and refrigerated the large boxes in the 
main kitchen on the basement level with circulating 
brine. All other refrigeration throughout the buildings 
is accomplished with small individual electrical boxes. 

Summary 

There is more need for group thinking and group ac- 
tion on the part of the hospital administrators under 
the present difficult conditions than ever before. There 


Sister M. Alexius 


HAT I shall have to say, will be, as you know, 

W\ but the projection of our own little workshop 
— St. Joseph’s Hospital in the city of Phila- 
delphia.* This is where I have labored to bring to the 
highest efficiency, a department which has proved its 
usefulness and necessity in the care of the sick. The 
parade of facts and figures that I shall marshal before 
you will give you an intimate and practical knowledge 
of the department. It is, too, a practical knowledge that 
we desire and need. For, notwithstanding our convic- 
tion of the need of something, our enthusiasm and zeal 
must often be tempered by the size of the purse at our 
disposal. This is but the prudence of the wise man, who 
first consults his resources. And, so I have judged my 
efforts here today. I have tried to make the few remarks 


that I have chosen as practical as possible, so that you. 


might, with ease, vision the “complete concept” of a 
diet department. 

Our hospital is a general hospital. We have the wards 
and private rooms for maternity patients as well as 
medical and surgical patients. Our capacity is 250 beds. 
We make the variety of “patient needs” the object of 
our special attention. The conditions to be found among 
such a number of patients, will, as you are aware, vary 
greatly. The diet department, however, must serve all 
and thus maintain its intimate contact with the whole 
hospital. This happy codperation can be and is easily 
obtained. The corridor nurses and our department omit 
no opportunity to work together for the best interests 
of the patient. By means of menu slips, filled out by the 
corridor nurses and collected by the nurses in the diet 





*Read at the 17th annual convention, C.H.A., Villanova, Pa., June 21-24, 
1932. 
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should be more codperation and consultation between 
hospitals. There is no place for rivalry in the hospital 
field. There is a need for organizing local hospital as- 
sociations in the many cities throughout the country, 
and there should be active participation by all hospitals 
in these associations. 

We must realize that we are passing through the most 
difficult period in the history of modern hospitalization. 
We will have to adjust many of our services to meet 
present conditions. We may have to forego many of the 
high standards which have been attained and which we 
have believed to be necessary. What we must keep fore- 
most in our minds is that it is absolutely necessary for 
our institutions to live within their means, and that we 
dare not mortgage the future and perhaps bankrupt 
our institutions by clinging to standards which we can- 
not afford during the present period of economic strain. 


department each evening, this codperation is made pos- 
sible. 

Our diet department occupies a considerable part of 
the ground floor of the main hospital. This location is 
most helpful and decidedly convenient. The general 
kitchen is close at hand and this makes for ready and 
advantageous codperation. There is an entrance to the 
driveway which gives us direct delivery of our various 
foodstuffs ; the elevator, too, is close at hand. This gives 
us direct contact with, and facilitates delivery to the 
various floors of the hospital. All these details are of 
the greatest importance and help not a little for the 
general efficiency of our work. 

The dietary proper, we found convenient to divide 
into four sections or units. This, I might note, is the 
natural division of our work. There is the cooking lab- 
oratory, where all the foods are prepared and divided. 
Here we located our storage space and the refrigerators. 
In this unit, the student dietitians and student nurses 
may find ample and excellent opportunity to actually 
prepare the varied foods and dishes needed for the sick. 

The second unit is devoted to the preparation of the 
trays for private rooms. Each tray is prepared accord- 
ing to a written requisition from the nurse in charge. 
This menu request we find very helpful. When the pa- 
tient’s condition permits a preference in foods, this is 
respected. We found that it helps much to a better and 
more cordial understanding between the sick and our 
department. For a contented patient is a person to be 
desired and sought for. 

The third unit is responsible for the determined met- 
abolic trays. Here the special-prescription plan pre- 
vails. The attending physician is requested to state in 
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FIGURE 1. APPROXIMATE MONTHLY COSTS OF RAW FOOD 
FOR FOUR-MONTH PERIOD 


writing on the specially prepared hospital form the diet 
desired for his patient. 

The nurse in charge sends those forms to us and the 
trays are prepared and marked as directed. All such 
directions we find it important to file for ready refer- 
ence. This insures the greatest accuracy, and makes for 
the fullest codperation. This unit also gives the student 
a varied opportunity to weigh and calculate the several 
types of diet. Twenty to twenty-five of such special 
metabolic trays have been the daily average of this 
section. 

The fourth unit of no little interest and importance 
is the milk laboratory. Here all the complementary and 
supplementary formulas are prepared for the newborn 
infants and for the babies in the pediatric department. 
To realize the fullest efficiency, this unit is provided 
with a special individual sterilizer for bottles and cab- 
inet for the various utensils. The special prescription 
plan is likewise the order here. The need of each child 
is carefully prescribed and a daily supply of from six to 
eight bottles is prepared and sent to the nurse in 
charge. We find it helpful, too, to attach a copy of the 
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prescribed formula to each baby’s rack of bottles, so 
that the nurse may always have this information at 
hand. 

Such is our little workshop with its varied divisions 
and objectives. Now, to increase its working efficiency, 
the student dietitians and nurses are sent opportunely 
to interview the patients on special diets. This little 
interview often reveals many helpful suggestions. Some 
patients have no teeth or very poor ones. A rather im- 
portant detail, you will note, to know. Then there will 
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FIGURE 2. NUMBER OF TRAYS SERVED 


be those pronounced likes and dislikes that people have 
in regard to food. All of these observations are care- 
fully noted and the reasons for the untouched or little 
touched trays thus become obvious. This has been a de- 
cided help to us and in many instances a marked help- 
ful change was most noticeable. Over and above the dif- 
ficulties that are discovered, there is that general satis- 
faction and contentment that results from this special 
interest manifested toward the patients. For they, too, 
are intelligent enough to realize the importance that 
diet has in their recovery of health. 

The diabetic patient presents a special problem. It 
is important to determine a specified time for the 
delivering of the tray, as a determined interval must 
transpire between the giving of the insulin treatment 
and the taking of food. This we attend to with the 
greatest care. The nurse in charge must telephone us 
immediately after giving the treatment, and at the 
determined time, which is usually between from 15 to 





TABLE I. Food Costs, Number of Trays, and Ratio of Various Kinds of Provisions 








Meats 
Poultry 
Fish 


Eggs 
Butter 


Dairy 


Months Products Vegetables 


Bread 
Rolls 
Crackers 

Cakes 


Total 
Trays 


Groceries Fruits Total Served 





267.10 
283.34 
308.42 
283.86 
1,142.72 


90.21 
52.90 
99.19 
119.98 
362.28 


57.00 
60.35 
45.40 
42.00 
204.75 


212.16 
178.34 
198.78 
Apr. 187.52 
Total 776.80 
Average Per 
Month 194.20 
Percentage of 
Total Cost 28 6/10 06 1/5 


Jan. 
Feb. 
Mar. 


51.1834 285.69 90.57 


33 3/10 


12 1/10 


67.05 
70.19 
90.00 
114.48 
341.72 


757.14 
707.89 
918.73 
920.48 
3,304.24 


27.02 
36.47 
45.32 
52.00 
160.81 


36.60 
26.30 
131.62 
120.64 
315.16 


3,827 
3,079 
3,685 
3,561 
14,152 
78.79 826.06 3,538 


40.20% 85.43 


04 8/10 .09 6/10 .10 4/10— 100 per cent 


23 3/10 
69 9/10 


Cost of Raw Food per Meal Per Tray 
Cost of Raw Food for 3 Meals a Day 
Cost of Labor Per Month 


Cost of Labor Per Day 
Cost of Labor Per Tray 
Cost of Raw Food plus Labor Cost per Tray. . 
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30 minutes, the tray is delivered to her. We allow no 
delay in this class of treatment. We find it helpful, too, 
to explain fully and carefully to the patient on his dis- 
charge, the diet that he is directed to follow in order 
te complete his recovery or prevent a relapse. This 
helpful advice we extend not only to the diabetic 
patients, but to all who must follow a special pre- 
caution in regard to food. I cannot overemphasize the 
need of a harmonious contact between the patient and 
the diet department. The results of this happy state 
have been most marked. The general satisfaction that 
attends this special interest in the patient is helpful, 
both to the patient and the hospital. To the patient, 
it gives that priceless contentment so necessary for 
many states of convalescence and to the hospital it 
gives the greatest asset—the satisfaction of the 
patients. This will be its own reward and will be a 
happy medium to attract many patients to the 
hospital. 
Cost of the Department 

Thus far, I have given you a brief and practical 
survey of the functioning of our diet department. It 
might now be of interest to see the same in dollars 
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TABLE Il. Overhead Cost Per Month 








Se” ae Re he Spee aii ary any So rae! $ 55.80 
(1 large gas stove) 

LR gs Re eS a ee 6.60 
(3 electric fans, 1 potato masher, 1 orange juice 
squeezer, lighting for four rooms) 

Pi UI trains oi os ca ee end ac Ga amew an 6.00 
(60 cu. ft. cold storage, 50 pounds of ice) 

Se eae hota teku es wiewlenak cain ab eek tte 7.80 
(1 ten gallon water boiler, 2 coffee urns, 1 vege- 
table steam-table, 1 plate warmer, 1 egg cooker, 

1 sterilizer) 

Rr OE Cana hae iwkcs Sn weuledansaraasests04 140.00 
(1 cook, 1 dish washer, 1 pot washer) 

ii cerita Sibi as ask bicWi nia a wien wc ied daly 64 
(48 bars per month) 

eS i ee eer ee re eee ee 2.60 
(Tray covers — $28.00 per year; Napkins — 
$3.25 per year) 

Tray cloths and napkins are changed after each 
meal 

8. Breakage (Approximate)..................-- 1.50 

ED gia S a hud 40 00sercaed Kaui sees .60 
($4.75 case) 

A dsc .ddee conecsatpaetdanee 1.14 
(.57 per 1,000) 

Se NS dics bininke cand aeenewe 2.43 
(15x20 @ $3.15 per 1,000— $1.32; 12x18 
@ $2.75 per 1,000 — $1.11) 

Oe ee Se IN navi cicas cia cle cwweevens 1.80 
(3,561 per month) 

ON ee ee a 5.00 

TOS biksKs0% $231.91 
ee FL ne .065 





and cents. Over a period of four months, from 
January 1 to April 30 of the current year, 1932, I have 
been able to prepare a complete and accurate tabula- 
tion (Table I) of the various foods, their prices, the 
number of trays, various percentage ratios of the trays, 
together with graphic presentation of these relation- 
ships. I have furthermore prepared tabulations of the 
cost of labor, gas, electricity, refrigeration, etc., shown 
in Table II. 

The laundry consists of tray napkins, hand napkins, 
dish towels, dish cloths, and the nurses’ aprons. The 
only repairwork that is made is the work that is done 
on the dumb-waiters and the refrigerator. The hospital 
employs a staff of workmen which care for repairs in 
all parts of the hospital. In the same way the hospital 
has its own laundry plant, and does the work for the 
entire hospital, consequently, it is impossible to figure 
the cost. 
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NURSING EDUCATION AT THE 
CATHOLIC UNIVERSITY 


The Executive Board of the Catholic Hospital Asso- 
ciation and the editors of Hosprrat Procress take 
special pride in the program recently inaugurated by 
the Catholic University of America in furtherance of 
Nursing Education. They also take special pride in the 
fact that two Sisters, Sister Berenice, O.S.F., R.N., 
A.M., St. Joseph’s Hospital, Milwaukee, Wisconsin, 
and Sister Olivia, O.S.B., R.N., B.S., St. Mary’s Hospi- 
tal, Duluth, Minnesota, have been selected to occupy 
positions of educational responsibility in that newly 
inaugurated program. We express our thanks to the 
Right Reverend President of the University, to Dean 
Deferrari and to the Very Reverend Faculty Members 
of the University participating in the new curriculum. 

The relations between the teaching and the nursing 
sisterhoods are becoming more and more intimate with 
each passing year. It is a matter of gratification to the 
Catholic Hospital Association that the hopes that 
have been expressed at several of the conventions, that 
this relationship might grow into a most hearty co- 
dperation, are so rapidly and effectively becoming a 
reality. Five years ago, several of the conferences in 
their annual meetings sought to bring about a more 
complete understanding on problems of mutual concern 
between these two great and devoted groups which are 
laboring, each in its own special sphere, for the 
promotion of the Church’s great interests. Two years 
ago, a special resolution was adopted by the Catholic 
Hospital Association upon this very point and it is 
significant that that resolution was adopted within the 
walls of the very University which, as the Catholic 
educational leader in this country, is now inaugurating 
a most effective policy to bring about the realization 
of the hopes of the Catholic Hospital Association. 

This is the significance which we see in the new 
undertakings of the Catholic University. Almost 
each year brings news of projects which will 
contribute, in the course of time, to unify more effec- 
tively Catholic aims in the college and the hospital. 
The large programs for nursing education developed 
in more than thirty of our Catholic colleges and uni- 
versities, all open the treasuries of Catholic higher 
education to the nursing Sisters and the lay nursing 
personnel of our hospitals, and bear eloquent testimony 
to the Catholic unanimity of action. 

The Church has never been a believer in an educa- 
tion which is mérely information, but the Church has 
always stressed the importance of education for the 
conduct of life. Similarly, the Church has always 
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stressed the importance of enlightened and well-defined 
social and public service and for this reason Catholic 
charitable and social activities have always been 
penetrated by intelligent and wise principles. The 
hospital and the school do not ambition different ends ; 
they ambition the same end but merely achieve it in 
diverse ways. That end, God’s glory and the salvation 
of souls, will be best served when those who use one 
set of means understand more fully and codperate 
with those who use the other set of means. 

May the new courses undertaken by the Catholic 
University of America prosper. May this new under- 
taking prove to be the cradle of still larger projects so 
that the motto of the University, Deus Lux Mea, may 
shed its beneficent radiance over these new courses 
arranged for the promotion of nursing education, 
thus effectively uniting the Catholic action of the 
hospital and the school.— A. M.S., SJ. 


“THE SODALIST NURSE” 


Sometimes somebody does something that gives 
somebody else considerable extra pleasure. The time 
in the present case was early September, the somebody 
was the Reverend Roger Lyons, S.J., associate editor 
of The Queens Work, and the something that he did 
that gave extra pleasure was to issue the first number 
of what we hope will become a permanent publication, 
The Sodalist Nurse. The publication comes as yet in 
mimeographed form on pink paper, illustrated here 
and there by a rapid pen sketch. It still has the air 
of breaking timidly into an unknown world. It still 
looks a trifle bashful and gives us the impression that 
you would like to make it feel at home. Perhaps 
all of these characteristics simply mean that this infant 
publication is trying out the new world into which 
it was born. 

In developing The Sodalist Nurse, Father Lyons has 
managed to crowd a large number of important and 
valuable hints into the twelve columns of his paper. 
He presents news items from six or seven of the 
schools of nursing and each news item contains a hint 
for other schools of nursing to attempt similar or even 
greater projects. The importance of extracurricular 
activities is stressed throughout. Suggestions are given 
for making the Sodality much more effective as an 
important branch of school activity. Plans are pro- 
posed for organization meetings of various kinds. Hints 
for study groups, Sodality papers, dramatics, the 
conduct of the library, the organization of pamphlet 
racks, the election of Sodality officers, the promotion 
of Catholic literature, and on many other topics are 
given with a bewildering profuseness, brief, it is true, 
but valuable to the practical person who has imagina- 
tion enough to see the significance of these hints. 

We value particularly, in this publication, the many 
suggestions it contains concerning the novena in honor 
of Christ the King. Three columns are devoted to this 
project. The writer suggests that the novena be under- 
taken as a project of the Nurses’ Sodality. He gives 
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hints for advertising the novena among the student 
and graduate nurses; suggests forms of devotion to be 
held during these nine days; outlines a series of 
conferences which contain suggestions for sermons and 
discussions ; gives us a valuable hint in suggesting that 
each day of the novena be devoted to honoring the 
patron for that particular day; and finally, submits a 
reading list of books suitable for the novena. 

Father Lyons has done a great and valuable service 
in beginning this publication. We wish his paper the 
fullest measure of success by stimulating extracur- 
ricular activities in the school of nursing, particularly 
when those activities are undertaken with a spiritual 
motive. He has done much to assist our schools in 
carrying out their very effective educational program. 
After all, while the question of discipline is not a 
major problem in our schools of nursing, it is still true 
that much of the success of a school is traceable to the 
spirit, the enthusiasm, and the dynamic power of its 
extracurricular activities. In fact, one educator has 
pointed out that what a school succeeds in getting its 
pupils to do during leisure hours is one of the best 
indices of the effectiveness of that school. We welcome 
any effort which will assist our schools of nursing to 
achieve an outstanding success in their extracurricular 
activities. —A.M.S., S.J. 


THE AMERICAN COLLEGE OF 
SURGEONS 


The forthcoming meeting of the American College 
of Surgeons and of the Hospital Standardization 
Conference which is to be held in St. Louis, Missouri, 
during the week of October 17, cannot but call to the 
mind of anyone acquainted with the history of the 
Catholic Hospital Association the intimate relation- 
ships which have existed between these two organ- 
izations. The Catholic Hospital Association owes more 
than can well be measured to the American College of 
Surgeons but, we say it modestly, we think that the 
Catholic Hospital Association has not failed in the 
spirit of gratitude and appreciation to this great 
organization. It has effectively coéperated, unswerv- 
ingly and sometimes in the face of considerable diffi- 
culty in promoting the exacting program of the College. 
This codperation has done great good for both of these 
organizations. 

We wish to the Board of Regents, to the Director 
General of the Association, to the Director of Hospital 
Activities, to the Managers of the meeting, and to the 
entire College the fullest measure of success for this 
forthcoming meeting. We feel that the coming of this 
Association to the middle west for the first time makes 
a very distinct and important departure in the 
College’s policies and we feel confident that our hospi- 
tals will profit not a little by the program which has 
been prepared. Our hospitals feel very warmly toward 
the Director General, Dr. Franklin H. Martin, and on 
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ever so many occasions have our gatherings been the 
recipients of the wisdom and the favor of Dr. Mac- 
Eachern. One of the Sisters, in a playful vein, said not 
so long ago that “Martin and Mac” are great friends 
of the Sisters. Perhaps the pleasantry is more deeply 
significant of the relation between the College and our 
Association than is apparent on the surface and it 
emphasizes one reason why we are so solicitous for the 
success of the October meeting. We regard the Clinical 
Congress and the Hospital Standardization Conference 
much as we would our own convention. — A.M.S., S.J. 


SIZE OF OUR SCHOOLS OF NURSING 


No matter how much is said and written, there are 
some people who will always continue to use educa- 
tional magnitudes as criteria of educational excellence. 
The temptation is always with us, and only few know 
how to combat that temptation, to express educa- 
tional excellence in terms of some quantitative and 
easily measurable unit. Since the efforts of achieving 
a generally acceptable qualitative standard susceptible 
of statistical treatment have notoriously failed, we still 
satisfy ourselves that probably numbers of students 
or numbers of patients or patient-to-student ratios, or 
instructor-to-student ratios, or any one of a dozen 
indices can give us at least a partial insight into the 
educational achievements of our schools of nursing. 

A sound educational approach to the question of 
measuring educational results will, of course, lead 
almost to directly opposite viewpoints. It used to be 
thought, in educational as well as in medical colleges, 
that to teach more than 25 students in a college class 
is poor education. For many years the North Central 
Association of Colleges-and Secondary Schools has had 
a standard concerning the size of classes among its 
educational criteria. Last March the standard at last 
was stricken from the list of standards because the 
evidence against its significance is heaping up to a 
degree most convincing of the futility of such a 
standard. 

Recently one of our contemporaries again resur- 
rected the statistical ghost attempting to argue from 
the size of the school to the desirability of a school. 
The logical futility of such an argument if viewed by 
a nonstatistical mind is only too obvious. Mere size 
is not excellence, unless it be the excellence of size. 
Size cannot measure character development nor deter- 
mination, nor high-mindedness, nor large-heartedness 
in the individual; if it could, efforts at reducing on 
the parts of some members of our population might 
readily result in ethical deterioration. Neither can 
mere size in schools of nursing be considered an 
evidence of broad educational policies or solid educa- 
tional achievement or enlarged facilities for character 
training or professional standing. 

These points seem but too obvious and vet there 
is still a constant interest in the “ten largest schools.” 
It is so easy to pass from the “ten largest schools” 
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to the “ten leading schools” that even our con- 
temporary has fallen into this obtrusively obvious 
fallacy. It is hard to have patience with all of this. 

Many a good word can be said for the small school 
of nursing. It is highly likely, for example, that the 
student-to-bed ratio or the student-to-patient ratio is 
a better index of the actual or potential school 
excellence than merely the size of the school and, 
strange as it may seem, among our Catholic schools 
of nursing the student-to-bed ratio is larger in our 
smallest institutions than it is in our larger institu- 
tions, 1 to 3.9 for schools with less than 25 students 
and 1 to 2.5 in schools with more than 200 students. 
It would seem to follow from this that not the small 
school of nursing but the large school of nursing has 
contributed most to the overcrowding of the nursing 
profession. When we talk about closing schools of 
nursing it is well to realize that we must not always 
make the small school the scapegoat for our troubles. 
Only 30 per cent of the student body of Catholic 
schools of nursing are found in 55 per cent of the 
schools and these schools are attached to hospitals 
having 50 beds or fewer. When one bears in mind that 
by far the larger number of small hospitals are found 
in rural communities, one almost immediately comes 
to the conclusion that, in a large percentage of cases, 
the closing of such schools would work a serious hard- 
ship upon the communities in which those schools are 
located. The problem in this case is not so much one 
of educational administration but rather of com- 
munity needs and those needs must be filled even in 
the face of the economic stresses in the nursing 
profession. 

In nursing as well as in medicine, we admit that 
the problem of distribution of nurses is most trying. 





SUMMARY OF THE MINUTES OF THE 
MEETINGS OF THE PRAIRIE 
PROVINCES CONFERENCE 


St. Boniface Hospital, St. Boniface, Man., Can. 
Sunday, May 15, 1932 


After Benediction of the Blessed Sacrament at three o’clock 
the preliminary meeting for the formation of the Prairie 
Provinces Conference of the Catholic Hospital Association 
was called to order by Father Schwitalla, the President of 
the Catholic Hospital Association. Mr. Kneifl acted as 
secretary. 

Delegates from five hospitals in the Province of Alberta, 
from five in the Province of Manitoba, and from seven in the 
Province of Saskatchewan were present, a total of 17 del- 


egates from the 45 Catholic hospitals in these three provinces. 
Letters of indorsement and pledges of coéperation had been 
received, previous to the meeting from seven hospitals in 
Alberta, two in Manitoba, and one in Saskatchewan so that 
a total of 27 hospitals signified their indorsement of the for- 
mation of the Prairie Provinces Conference, either by letter 
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If we could commandeer our nurses and send them 
where they are most needed we could afford rather 
readily to close some of these small schools. But as 
long as the authority does not exist which can 
manipulate the population density of nurses with 
relation to the general population density the small 
schooi in sparsely settled areas will always have a 
distinct place to fill, a place which no other agency 
than the school of nursing has thus far succeeded in 
filling. If, therefore, in order to cut down the produc- 
tion of nurses by 30 per cent we must close 55 per 
cent of the schools of nursing and that, too, in areas in 
which such schools are, by common consent, fulfilling 
a pressing community need we are not only not 
proportionately assisting thereby in the solution of 
the nurses’ employment problem but we are actually 
endangering the development of a constructive health 
program in the less densely settled portions of our 
country. From many points of view it might give 
evidence of a more thorough social-mindedness to 
carry on a propaganda against the larger, urban school. 
At any rate, there are many things to be said for the 
small school. 

History does manage to repeat itself. Many of us 
can still recall heated arguments a decade or, two ago 
concerning the place of a small college in the national 
educational program. The fashions in such arguments 
have come and gone; today we accord a very definite 
place to the small college in the nation’s educational 
scheme. Perhaps, too, the small school of nursing may 
have lived through, or is about to emerge from, its 
darkest period, and perhaps the newer considerations 
will strengthen the life of the small school and accord 
to it that measure of significance which from many 
viewpoints it rightfully possesses. — A. M.S., S.J. 


or by sending delegates. The action of the various Catholic 
hospitals in these three provinces regarding the formation of 
the Conference is briefly indicated in the subjoined Appendix 
A to these minutes. 

The President of the Catholic Hospital Association, in his 
introductory remarks, called attention to the apostolic work 
accomplished by the Catholic hospital with relation not merely 
to the physical health of the patients but especially with 
reference to the spiritual and moral betterment. He empha- 
sized the progress of the Catholic hospital as effected so 
largely through the Catholic Hospital Association, pointed out 
the extent of ecclesiastical sanction for the work of this Asso- 
ciation, stressed the importance of organized effort and effec- 
tive Catholic Action, mutual aid, unanimity of purpose, and 
the achievement of religious ideals, the international character 
of the present organization, and the position of the Catholic 
hospital in the scientific and professional field. He further- 
more summarized the activities of the Catholic Hospital Asso- 
ciation with reference to the publication of its journal, Hos- 
PITAL Procress, the work of the Vocation’s Committee, the 
work of the Council on Nursing Education, and the possible 
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usefulness which the Association could be to our Canadian 
hospitals in facing the intricate problems which now confront 
them. 

With reference to the Canadian situation, the President 
briefly reviewed the activities of the Reverend Mother Allaire, 
of the Grey Nuns of Montreal, in stimulating interest among 
the Canadian institutions in the establishment of conferences 
of the Catholic Hospital Association; he then singled out for 
special mention the names of some additional Sisters who 
have worked untiringly for the promotion of hospital develop- 
ment; he reported his conferences with Dr. Agnew of the 
Canadian Hospital Association and finally the relation of the 
new, prospective organization to the Canadian Hospital 
Council. 

In conclusion he urged the importance of the formation of 
a conference of the Catholic Hospital Association; reviewing 
the considerations involved in the establishment of a con- 
ference. The arguments were viewed and discussed for and 
against the establishment of a Prairie Provinces Conference of 
the Catholic Hospital Association. At the conclusion of this 
discussion the suggestion seemed to meet with general approval 
that a single conference should be formed which would com- 
prise the three provinces of Alberta, Manitoba, and Saskat- 
chewan. 

The speaker then referred, at some length, to Dr. Weir's 
study on Nursing Education in Canada. He pointed out that 
no single factor can at this time be singled out for special 
mention without affecting the other factors. He urged the 
very careful analysis of the many recommendations which 
had been handed in and exhorted the group to undertake this 
study each with special reference to the particular hospital 
in which he happens to be working. It was the feeling of 
some of those who subsequently discussed these remarks that 
not enough attention had been paid to the work of the Cath- 
olic hospital in compiling this survey of Canadian institutions. 

The meeting adjourned at 4:35 after the chairman had 
exhorted the delegates to discuss the plan of organization 
and to be prepared to express their opinion on the next day 
with relation to the establishment of a Conference. 


Organization Meeting 


The second meeting of the Conference met at 2:30, on 
Monday afternoon, May 16. Father Schwitalla presided and 
Mr. Kneifl acted as secretary. Roll call again elicited the fact 
that 27 hospitals and approximately 125 Sisters of the 45 
hospitals of the Prairie Provinces were represented. Sister 
Mann, of St. Boniface Hospital, was nominated to act as 
temporary President, and Sister Beaupré, of St. Paul’s Hos- 
pital, Saskatoon, as temporary secretary. The President of the 
Catholic Hospital Association was asked to continue to pre- 
side, and Mr. Kneifl was asked to continue to act as secretary. 
On motion made by Sister Marie of Jesus and seconded by 
Sister Clotilda and unanimously passed, the Prairie Provinces 
Conference of the Catholic Hospital Association was de- 
clared organized and in session. The chairman requested au- 
thority for the designation of a nominating committee. This 
was given him by vote and the following were requested to 
act as a nominating committee: 

Sister Lethiecq, Holy Cross Hospital, Calgary, Alberta. 

Sister M. Rozario, Holy Family Hospital, Prince Albert, 
Saskatchewan. 

Sister St. 
Manitoba. 

A recess was declared to give the nominating committee an 
opportunity to formulate its recommendations. During this 
period tea was served. Subsequent to the recess, Sister St. 
Maurice, on behalf of the nominating committee, presented 
the following names to the conference for the various offices: 

President: Mother Laberge, Edmonton General Hospital, 
Edmonton, Alberta. 


Maurice, Misericordia Hospital, Winnipeg, 
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First Vice-President: Sister Marie of Jesus, Misericordia 
Hospital, Winnipeg, Manitoba. 

Second Vice-President: Sister M. Clotilda, Providence Hos- 
pital, Moose Jaw, Saskatchewan. 

Secretary: Sister St. Albert, St. Joseph’s Hospital, Winni- 
peg, Manitoba. 

Treasurer: Sister Mann, St. Boniface Hospital, St. Boni- 
face, Manitoba. 

Nominations from the floor were called for. Sister Laberge 
nominated Sister St. Emilienne, but the latter declined to 
allow her name to be placed in nomination. On motion 
made by Sister Vincent, of St. Boniface Sanitarium, and sec- 
onded by Sister Electa, of St. Joseph’s Hospital, at Winnipeg, 
it was moved, seconded, and unanimously voted that the nom- 
inations be closed and that the nominees be elected to their 
respective offices. The presiding officer thereupon declared 
these officers duly elected. Each of the newly elected officers 
accepted in a brief, complimentary statement. The newly 
elected president assumed the chair but requested the Pres- 
ident of the Catholic Hospital Association to continue presid- 
ing. 

The selection of a Spiritual Director for this conference 
was extensively discussed. The conference intrusted the selec- 
tion of a member of the reverend clergy to occupy this posi- 
tion to the newly elected president. 

The relations between the newly formed conference and the 
Canadian Hospital Council were taken up and studied. Con- 
siderable discussion ensued concerning the matter of lay rep- 
resentation on this Council. It seemed to be the general 
opinion of the Sisters that the Sisters themselves should, 
whenever possible, act for themselves rather than to allow 
others to act for them. At the termination of the discussion 
it was moved, seconded, and unanimously voted that the 
Spiritual Director should be the first delegate to the Council, 
Mother Laberge, the President of the Conference, the second 
delegate, and Sister Marie of Jesus, Vice-President of the 
Conference, the alternate. 

The chairman presented a provisional constitution stating 
that this had been modeled upon similar constitutions pre- 
pared for the Conferences of the Catholic Hospital Associa- 
tion in the Maritime Provinces and in the Province of Ontario. 
He pointed out that the form here proposed was intended 
primarily as a basis for discussion but that after it has been 
read and, if thought desirable, amended, it should be adopted 
for the time being as the Conference’s Provisional Constitu- 
tion and suggested that at the next meeting of the Confer- 
ence a Constitution should be finally adopted. 

Articles I, IIT, IV, V, VI, VIII, IX, X, XI, and XII were 
accepted, each on a separate unanimous vote without modifi- 
cations. Articles II and VII were unanimously accepted after 
modifications. On motion made by Sister Vincent and sec- 
onded by Mother St. Emilienne, it was voted that the officers 
elected at the present meeting be empowered to act as an 
Executive Committee for the ensuing year, additional and if 
desirable, new members of this committee to be elected at 
the next meeting. 

Of the By-Laws, Articles II and III were approved with- 
out modification. Concerning Article I, on motion made by 
Sister Clotilda and seconded by Mother St. Emilienne, it was 
moved that this year each hospital be assessed $5 but that 
the treasurer be given discretionary power to remit 
these dues in favor of the smaller hospitals which may not 
be able to pay. This motion was unanimously passed. On 
motion made by Mother St. Emilienne and seconded by Sis- 
ter Marie of Jesus, it was voted that the Provisional Consti- 
tution and the By-Laws be adopted for this Conference. The 
motion was passed unanimously. This Constitution appears 
as Appendix B to these minutes. 

The Presiding Officer expressed the hope that it would be 
possible to call another meeting of this conference within 
the course of the year and that at that time the organization 
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would have been completed. He exhorted the officers of the 
Conference as well as the delegates to give careful considera- 
tion to the local as well as national problems in hospital and 
nursing education. He requested that consideration be given 
the work of the Catholic Hospital Association. He promised 
every assistance to the officers of the Conference and to the 
individual hospital members of the Conference on behalf of 
the Catholic Hospital Association and extended sincere thanks 
for the opportunity the Sisters had given him of assisting at 
this new Conference and expressed his hope and prayer that 
this new division of the Catholic Hospital Association may 
effect great good for God’s glory and the promotion of His 
interests. 

The meeting adjourned at 5:30 p.m. 

Special Meeting 

A special meeting was called Tuesday Morning, May 17 at 
9:30. The newly elected officers of the Prairie Provinces Con- 
ference called a special meeting of the Sisters present for the 
purpose of discussing the problems of Nursing Education, 
particularly as outlined in Dr. Weir’s report, with special ref- 
erence to the education of the Sister nurses. The Reverend 
Henry Bourque, as well as Reverend Rosario Brodeur, had 
been invited to be present and graciously accepted the invita- 
tion. 

The meeting adjourned at 11:45 a.m. 


APPENDIX A 
Hospitals Approving and Promising to Codperate 

ALBERTA 

Mineral Springs Hospital, Banff 

Holy Cross Hospital, Calgary 

Blood Reserve Hospital, Cardston 

Edmonton General Hospital, Edmonton 

Misericordia Hospital, Edmonton 

St. John’s Hospital, Edson 

St. Joseph’s Hospital, Grouard 

St. Michael’s Hospital, Lethbridge 

St. Vincent’s Hospital, Pincher Creek 

St. Joseph’s Hospital, Radway Centre 

St. Theresa’s Hospital, St. Paul 

Our Lady’s Hospital, Vilna 
MANITOBA 

St. Anthony’s Hospital, Le Pas 

St. Boniface Hospital, St. Boniface 

St. Roch’s Hospital, St. Boniface 

St. Boniface Sanitorium, St. Vital 

Cottage Hospital, Swan River 

Misericordia General Hospital, Winnipeg 

St. Joseph’s Hospital, Winnipeg 
SASKATCHEWAN 

St. Joseph’s Hospital, Gravelbourg 

St. Elizabeth’s Hospital, Humboldt 

St. Joseph’s Hospital, Ile a la Cross 

Providence Hospital, Moose Jaw 

Gabriel Hospital, Ponteix 

Holy Family Hospital, Prince Albert 

Regina Grey Nuns Hospital, Regina 

St. Paul’s Hospital,. Saskatoon 


APPENDIX B 


Provisional Constitution and By-Laws of the Proposed 
Prairie Provinces Conference of the C.H.A. 


ARTICLE I 
NAME. The name of this body shall be the Prairie 
Provinces Conference of the Catholic Hospital Association 
of United States and Canada. 


‘ ArTICLE II 
Osyect. The object of this Conference shall be the same 
as that of the Catholic Hospital Association of United States 
and Canada; namely, the promotion and realization of pro- 
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gressively higher ideals in the religious, moral, medical, nurs- 
ing, educational, social, and all other phases of hospital and 
nursing endeavor with special reference to Catholic hospitals 
and schools of nursing. In addition, it shall be the object of 
this Conference to investigate such special problems as may 
occur within the provinces constituting this Conference; in 
particular, the following considerations shall be regarded as 
material falling within the scope of these purposes: (a) the 
activities of the Canadian Hospital Council; (5) the activities 
of the Canadian Medical Association and Canadian Nurses’ 
Association; (c) provincial legislation affecting hospitals and 
schools of nursing; (d) municipal and other governmental 
legislation affecting hospitals and schools of nursing; (e) gov- 
ernmental aid; and (f) financial, industrial, and insurance 
questions drawing out of the laws and enactments of the civil 
authorities of any governmental unit. 


ArTICLE III 


Pian. This Conference shall be a component part of the 


Catholic Hospital Association of United States and Canada 
and subject at all times to its general plan of organization. 


ArTICLE IV 

MEMBERSHIP. 

Section 1. Classification of Members. 

The membership of this Conference shall be active and 
associate. 

Section 2. Active Membership. 

Active membership in this Conference shall be institutional, 
that is, it shall be composed of general or specialized Cath- 
olic hospitals. 

Section 3. Associate Membership. 

Associate membership shall be composed of any institutions, 
organization, or agency whose object is in accord with the 
objects of this Conference as specified in Article II; and in- 
dividuals interested in any capacity in the promotion of the 
objects of this Conference as defined in Article II. 


ARTICLE V 
PRIVILEGES OF MEMBERSHIP. 

Section 1. General Privileges. 

The privileges of membership enjoyed by all members of 
the Conference include the following: 

a) Privileges of the floor in the professional discussions at 
any of the general meetings of the Conference and of the 
open committee meetings. 

b) Participation on appointment or election, as members 
or advisers, on the standing or special committees of the 
Conference. 

Section 2. Privileges of Active Members. 

Active members shall enjoy through a delegate officially 
designated in accordance with the By-Laws the genera! privi- 
leges as described in Section 1 above. In addition, they shall 
enjoy full parliamentary privileges in all business and pro- 
fessional meetings of the Conference and the active members 
shall be the only section of the Conference enjoying such 
privileges. 

Section 3. Privileges of Associate Members. 

The associate members shall enjoy the general privileges of 
membership in person. 

ARTICLE VI 

OBLIGATIONS OF MEMBERSHIP. 

It shall be the obligation of each member of the Confer- 
ence, active and associate, to labor effectively as circumstances 
allow for the promotion of the object of this Conference 
through participation in the annual meeting; in the spread 
of the Association’s official Journal and scientific contribu- 
tions to it; through educational programs and in other feasi- 
ble ways. 

ArTICLE VII 

OFFICERS. 

Section 1. Classification of Officers. 

The officers of this Conference shall be active and honorary. 
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a) Honorary Officers. The honorary officers shall include 
an honorary president to be invited to hold office by the 
executive committee and such a number of honorary vice- 
presidents as circumstances may seem to make desirable. 

b) Active Officers. The active officers of this Conference 
shall be elective. 

Section 2. Elective Officers. 

The elective officers of this Conference shall be the follow- 
ing: a president; first vice-president; second vice-president ; 
secretary, and treasurer. In addition, there shall be an execu- 
tive committee to be made up of the five officers and six 
members besides ex officio members. 

Section 3. Spiritual Director. 

A spiritual director shall be elected annually. He is to act 
in an advisory capacity to the Sister President and other 
elective officers of the Conference. He is to enjoy the position 
of an ex officio member of the executive committee. 

Section 4. Ex Officio Members, Diocesan Directors of 
Hospitals. 

Diocesan Directors of Hospitals shall be invited to partic- 
ipate in the activities of the Conference, contributing to the 
work whenever possible. They shall enjoy the status of ex 
officio members of the Executive Committee. 

Section 5. Term of Office. 

All elective officers as well as members of the executive 
committee shall hold office from the end of one annual meet- 
ing to the end of the next annual meeting. 

Section 6. Qualification of Elective Officers. 

All elective officers specified in Article VII, Section 2, shall 
be Sisters. The selection shall be made on the basis of (a) 
province representation; and (0b) sisterhood representation. 

Section 7. Reélection. 

All elective officers shall be eligible to reélection indefinitely. 

Section 8. Vacancies. ; 

In case an officer is transferred to another province, the 
executive committee shall have the power of electing a suc- 
cessor to fill the unexpired portion of her term. 


ArticLe VIII 

DuTIES AND PRIVILEGES OF OFFICERS AND EXECUTIVE 
CoMMITTEE. 

Section 1. Duties of Honorary Officers. 

It shall be the duty of honorary officers to act as patrons 
of the Conference in its relation to the public and to other 
Associations. 

Section 2. Privileges of Honorary Officers. 

It shall be the privilege of honorary officers to attend ali 
the meetings of the executive committee. 

Section 3. Duties of the President. 

It shall be the duty of the President to preside in person 
or by an appointee at all of the business meetings of the Con- 
ference and at the meetings of the executive committee. She 
shall have general executive authority for the conduct of the 
Conference. 

Section 4. Duties of Vice-Presidents. 

The Vice-Presidents in the order of their election shall act 
in the place of the President in her absence or inability for 
any cause. It shall be within the authority of any one of these 
Vice-Presidents called upon to preside at the meetings to ap- 
point a substitute presiding officer. 

Section 5. Duties of the Secretary. 

It shall be the duty of the Secretary to keep a record of 
all minutes pertaining to the Conference and to the executive 
committee and to the meetings of both of these bodies. The 
Secretary shall, moreover, perform such other duties as the 
executive committee may direct. 

Section 6. Duties of the Treasurer. 

It shall be the duty of the Treasurer to receive all dues and 
other funds accruing to the Conference; to keep an account 
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of same; to submit a financial statement to the executive 
committee and Conference at its annual meeting. 

Section 7. Duties of the Executive Committee. 

It shall be the duty of the executive committee to assume 
the responsibility for the execution of the official acts of all 
the officers of the Conference; to effectively initiate all the 
policies of the organization and to safeguard the observance 
of its Constitution and By-Laws; to temporarily fill vacancies 
which may arise in its membership. All of the acts of the 
executive committee shall be subjected to the ratification 
of the Conference. 

ARTICLE IX 

ELECTION OF OFFICERS. 

Section 1. General. 

All officers of the Conference shall be elected at one of 
the business meetings held during the annual meeting of the 
Conference. 

Section 2. Procedure. 

The qualifications of electors shall be carried out; a com- 
mittee of credentials shall be appointed; a nominating com- 
mittee shall be designated to conduct the election; Burrino’s 
rules of order shall govern these deliberations. 

Section 3. Quorum. 

One fourth of the delegates of the active membership shall 
constitute a quorum for election. 


ARTICLE X 

COMMITTEES. 

It shall be left to the discretion of the executive committee 
to appoint whatever committees may be necessary for the 
conduct of the affairs of the Conference. The following stand- 
ing committees shall be appointed at each annual meeting: 

1. Committee on Information. 

2. Committee on Legislation. 

3. Committee on Codperation. 

4. Committee on Publicity. 


ARTICLE XI 
MEETINGS. The executive committee shall decide upon 
the time and place of the annual meeting. 


ARTICLE XII 
AMENDMENTS. This Constitution may be altered or 
amended only by the majority of votes of the entire member- 
ship provided that previous notice has been given in writing 
at least one month before the date on which the vote is to 
be taken. 


By-Laws 


ARTICLE I 


MEMBERSHIP Dues. The annual dues shall be five dollars 


‘for active member hospitals. Special assessments may be 


levied upon the active members of the Conference in case 
it may be necessary to meet the obligations of the Conference. 

The annual dues for associate members shall be three 
dollars. 

ARTICLE II 

DELEGATES TO THE CANADIAN Hospitat Councit. Two del- 
egates and an alternate shall be elected to represent this Con- 
ference on the Canadian Hospital Council. One delegate shall 
be the spiritual director of the Conference and the other del- 
egate a Sister member of the Conference; an alternate shall 
be another Sister member of the Conference. 

Representatives of this Conference on the Canadian Hos- 
pital Council shall be empowered to act for the Conference, 
their actions shall be at all times subject to the ratification 
of the entire Conference. 


ArTICLE III 
AMENDMENTS. These By-Laws may be altered or amended 
only by the majority of vote of the entire membership pro- 
vided that previous notice has been given in writing at least 
one month before the date on which the vote is to be taken. 
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MINUTES OF THE EXECUTIVE COM- 
MITTEE MEETING OF THE PRAIRIE 
PROVINCES CONFERENCE OF THE 
UNITED STATES AND CANADA 


St. Boniface Hospital, St. Boniface, Man. 
Tuesday, May 17, 1932, 8 a.m. 


The following were present: Mother Laberge; Sister Mary 
of Jesus, Sister M. Clotilda, Sister St. Albert, Sister Mann. 
CANADIAN Hospitat CouNCIL 

The President of the Association was authorized to write to 
Dr. Agnew certifying to the organization of this new confer- 
ence supplying the names of the elected officers, the proceed- 
ings of the organization meeting and applying for member- 
ship in the Canadian Hospital Council on behalf of the Prairie 
Provinces Conference of the Catholic Hospital Association. 


THE HIERARCHY 

It was agreed that the minutes including the constitution 
be sent to all the Bishops of the Prairie Provinces by the 
central office, to the Mothers General, and Mothers Provin- 
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cial. It was further agreed that all proceedings of this meeting 
be sent by the central office, to the heads of the various sister- 
hoods engaged in nursing activity having missions in the Prairie 
Provinces. 
PLEDGE oF CoOPERATION AND MEMBERSHIP 

As a means for the stimulation of interest in the work of 
this new conference, it was agreed that ali Catholic hospitals 
in the Prairie Provinces receive a copy of the proceedings and 
the Constitution and By-Laws of this newly constituted con- 
ference. In addition, the President of the Association was.asked 
to send a special letter to the hospitals of the Prairie Provinces 
and to elicit from them their individual approval of the actions 
thus far taken. These hospitals are also to be urged to apply 
individually for membership in this Conference. 
SPECIAL MEETING 

The Executive Committee requested the President to call a 
special meeting of the delegates for the purpose of discussing 
nursing education; in particular several aspects of Dr. Weir’s 
study. Accordingly, this meeting was called for 9:30 on the 
morning of Tuesday, May 17. Meeting adjourned at 9:15 p.m. 


The Reverend Alphonse M. Schwitalla, S.J., Ph. D. 


increasing popularity since its institution a few 

years ago. It might well have been expected that 
this would be true coming, as that feast did, when 
the chaotic conditions of a distressed world made us 
seek for a focal point of our interests both temporal 
and spiritual, at a time when the strongholds of 
authority had tottered and fallen, at a time, too, when 
the insistent demands of the material interests of life 
were loudest in their clamor. The feast of Christ the 
King seemed in some way to supply in its idealism all 
that the world needed in the ills and needs which 
afflicted it. 

The feast makes it appeal to our loyalty, to our 
enthusiasm, and to our dedication to the deeper inter- 
ests of life, for Christ the King demands of all of us 
that we be faithful to Him and His work, loyal to His 
principles and His interests, and devoted even to the 
laws of life. When His claims become paramount we 
give ourselves heart and soul to the work which He 
came upon earth to do and which He calls upon each 
of us to perpetuate. As our King, He has a right to 
demand of us the full exercise of that “Catholic 
Action” which has become the watchword of our times. 

When, therefore, the calls went forth to our schools 
of nursing and to our hospitals that the feast of Christ 
the King should be preceded by a novena for the 
promotion of religious vocations to our nursing sister- 
hoods, the suggestion could not but meet with an 
instantaneous and general response. For the best and 
most ideal answer to Christ’s invitation to follow Him 
is given by the person who steps manfully into the via 
dolorosa ofthe thorn-crowned King and does so by 
accepting the principle and the practice of Christian 
perfection in our religious orders. Such a step is the 


[ite feast of Christ the King has gained ever- 


most complete expression of loyalty to Christ; such 
a step demands the most enthusiastic heroism, and 
such a step expresses a complete dedication of one’s 
life to the cause of Christ. 

Subsequent to the novena the office of our associa- 
tion received numerous letters to report upon the 
response which the suggestion had met. Some of these 
reports gave programs, others spoke of achievements, 
but all, uniformly, were enthusiastic in their comments. 
(See Hosprtat Procress, December, 1931, page 503.) 

This year the feast of Christ the King will fall on 
Sunday, October 30. The novena will, therefore, begin 
on Saturday, October 22 if it is intended to count the 
feast as the ninth day of the novena or on October 21 
if the feast itself is excluded from the novena. A 
number of suggestions have been received from various 
sources asking that typical programs should be 
published which those who are arranging for the 
novena may use by way of suggestion. We are accord- 
ingly attempting to follow these suggestions. We are 
offering these suggestions under two heads: I, Typical 
Programs, and II, Lists of Subjects for Sermons. We 
likewise subjoin a number of practical hints of the 
comments on this novena. 

I. Typical Programs 

St. Joseph’s School of Nursing, Phoenix, Ariz., arranged 
the following program last year: 

6:00 a.m. Holy Mass. 

7:00 or 8:00 p.m. Devotions including sermon, Litany of 
the Sacred Heart, Act of Reparation to the Sacred Heart, 
and Benediction. 

St. Mary’s Hospital School of Nursing, Duluth, Minn., ar- 
ranged for the following routine: 

6:20 a.m. Special Holy Mass for student and graduate 
nurses with a short sermon on “Thoughts for the Day.” 

7:30 p.m. Rosary, sermon, and Benediction. 

Mercy Hospital School of Nursing, Pittsburgh, Pa., re- 
ported the following program: 
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Three Masses each day, two for the day nurses and one 
for the night nurses. 

7:30 a.m. Prayers of the Novena. 

4:00 p.m. Confessions. 

7:10 p.m. Sermon, Benediction, Prayers of the Novena, 
and Confessions. 

On the feast of Christ the King — Exposition of the Blessed 
Sacrament. 

10:00 a.m. and 4:30 p.m. Special Devotions. 

7:10 p.m. Closing Exercises of the Novena. 

St. Mary’s Hospital, Green Bay, Wis., observed the follow- 
ing program: 

Daily Mass. 

Daily Communion. 

Daily visits to the Blessed Sacrament (individually). 

Evening exercises. 

The School of Nursing of Ottawa General Hospital, Ottawa, 
Ontario, planned the following activities: 

6:30 a.m. Mass, Communion, and Prayers of the Novena. 

1:30 p.m. Rosary. 

7:30 p.m. Benediction and Sermon. 

The Sisters of St. Sacrament Hospital, Quebec, P.Q., 
Canada, arranged the following program for the student 
nurses: 

6:15 a.m. Mass, Communion for student and graduate 
nurses. 

7:30 p.m. Rosary, Sermon, Meditation, and Benediction. 

At Montreal, Hotel Dieu-St. Joseph’s School of Nursing 
arranged the following program: 

6:15 a.m. Mass, Communion, Prayers of the Novena. 

‘2:30 p.m. Sermon. 

4:00 p.m. Benediction. 

7:30 p.m. Sermon and Meditation. 

This plan was arranged for at the St. Thomas Hospital, 
School of Nursing, Akron, Ohio: 

6:30 a.m. Mass, Communion, Five-minute talk on “The 
Day’s Intention.” 

10:00 to 10:35 a.m. Conference. 

2:00 to 2:45 p.m. Conference. 

7:15 to 8:00 p.m. Conference and Benediction. 


II. Lists of Subjects for Sermons 


The subjects for sermons given during the Novena at St. 
Joseph’s Hospital School of Nursing, Phoenix, Ariz., are: 
The Kingship of Christ Devotion to the Blessed Sacra- 
The Commandments ment 
Sin The Passion 
Vocations The Religious Life 
Care of the Sick The Vows of Religion 

The program of sermons at St. Joseph’s Hospital School of 
Nursing, Fort Wayne, Ind., included the following subjects: 
Opening Conference Vocation to a Nursing Sister- 
The Choice of a Vocation hood 
Religious Life in General The Catholic Medical Missions 
Convent Life in Particular The Value of an “Ideal” 
Obstacles to a Vocation to the Closing Conference 

Religious Life 

The following sermons were given at Mercy Hospital 
School of Nursing, Council Bluffs, Iowa: 

The Kingship of Jesus Christ “One body and one spirit as 

The End of Man you are called in the one 

The Choice of a Vocation hope of your calling” 

“My kingdom is not of this “The harvest indeed is great but 
world. For this was I born the laborers are few. Pray ye, 
and for this I came into the therefore, the Lord of the 
world that I should give tes- harvest that He send forth 
timony of the truth” laborers into His harvest” 

“Thou hast made us for Thyself “Lord teach us to pray” 

O Lord and our hearts are “Lord to whom shall we go. 

not at rest until they rest in Thou hast the words of eter- 

Thee” nal life” 

The texts of the sermons given at St. Rita’s Hospital 
School of Nursing, Lima, Ohio, are: 
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Christ our God: “Thomas answered and said to Him: My 
Lord and my God” (John xx. 28). 

Christ our Teacher: “One is your Master, Christ” (Matt. 
xxiii. 10). 

Christ, our Physician: “They that are whole need not the 
Physician but they that are sick” (Luke v. 31). 

Christ, our Model: “As we have borne the image of the 
earthly, let us bear also the image of the heavenly” (I Cor. 
xv. 49). 

Christ, our Food: “He that eateth Me, the same also shall 
live by Me” (John vi. 58). 

Christ, our Friend: “You are My friends, if you do the 
things that I command you” (John xv. 114). 

Christ, our Victim: “Greater Love than this no man hath, 
that a man lay down his life for his friends” (John xv. 13). 

Christ, our King: “Pilate therefore said to Him: Art Thou 
a King then? Jesus answered: Thou sayest that I am a King” 
(John xviii. 37). 

Christ, our King: “Jesus answered: My kingdom is not of 
this world” (John xviii. 38). 

The Reverend J. Roger Lyons, S.J., associate director 
of The Queen’s Work, offers a number of hints which 
would undoubtedly prove helpful : 

1. To stimulate interest in the novena and thereby 
to insure success, it must be adequately promoted in 
advance by various forms of advertising, such as 
bulletin-board announcements, repeated announce- 
ments, at class, social and professional gatherings, 
blackboard notices, circular letters to the alumnae, 
newspaper publicity, and similar means. 

2. The active codperation of the Nurses’ Sodality, 
wherever one exists, might be enlisted. 


3. The devotion should be held at an hour most 
convenient to both the students and the graduate 
nurses and at an hour preferably when the attendance 
at the services cannot readily be used as an excuse 
of the omission of necessary and assigned duties. On 
the other hand, the hospitals and schools of nursing 
might well sacrifice some of their demands on the time 
of the nurses during this period so that opportunity 
may be given to all to participate. 

4. The services of the novena should be relatively 
short and interesting. 

As a final word, surely all our readers will be inter- 
ested in the great purposes of the novena and they 
will themselves pray that the fullest measure of bless- 
ings and graces may come to the hundreds of schools 
and hospitals in which this novena will be held this 
year and to all those who participate in these devo- 
tions. This united prayer cannot but bring results 
a thousandfold for the better understanding and 
appreciation of the religious life in our nursing sister- 
hoods and for the greater spirit of self-sacrifice, 
devotion, and courage necessary to follow the invita- 
tion of Christ the King. 


School Starts Fifth Year 


Mercy Hospital School of Nursing, Urbana, IIl., entered 
upon its fifth year, with the admittance of twelve students. 
Two Sisters were added to the staff, Mother Mary Anthony 
as superior, and Sister St. John of the Cross, of Kankakee, 
Ill., as superintendent of the hospital. 











Dental Service in the Hospital in Relation to 
Medical Care 


James P. Harper, D. D.S. 


OST of the hospitals up to the present time 
have deemed it unnecessary or have been in- 


sufficiently advanced to require the services of 
a dentist as a member of the medical personnel.* It is 
quite necessary, therefore, to present some vital factors 
which influence diseased conditions, and which, in my 
opinion, justify the addition of a dentist to the medical 
staff of every hospital. 

While some of the patients admitted to hospitals are 
afflicted with an acute disease which has apparently 
nothing to do with those of dental origin, yet a number 
of patients are admitted who have chronic afflictions. 
The causes of many of these, according to present 
scientific knowledge, are entirely unknown, or in many 
cases the family physician has exhausted his personal 
efforts and has referred the patient to the hospital for 
further study and observation. This is the type of pa- 
tient requiring thorough physical examination. In addi- 
tion to the numerous tests made by the physician, a 
thorough dental examination, including roentgeno- 
grams of his entire mouth, should be secured. Quite 
often the chronic sufferer, who has gone to his physi- 
cian and to the hospital without any permanent relief, 
will drift into the hands of a chiropractor or other so- 
called health authority of less scientific training than 
a physician. Such a patient has lost confidence in the 
scientific knowledge and achievement of the medical 
profession as a whole. To minimize such occurrences, 
the hospital in its endeavor to be of the greatest service 
to mankind through its medical personnel, employs 
every legitimate means possible to determine the cause 
of various diseased conditions, and to establish treat- 
ment for the same. Certainly this cannot be fully ac- 
complished without the aid of a competent, honest 
dentist. It has been our experience also that some phy- 
sicians think of the teeth only as a means of masticat- 
ing food, and that when they are gone they may be re- 
placed by a new set of artificial teeth from any dentist, 
and they think these will serve the same purpose. They 
know less about the teeth and oral conditions than some 
dentists do about systematic afflictions. 


Physician and Dentist 

Very often patients call at our dental college and in- 
sist that all of their teeth be extracted because of their 
physician’s request. The physician has been unable to 
give the patient relief from his suffering because he 
could not find the cause of the condition, and he is not 
desirous of honestly admitting this to the patient, be- 
cause the patient may lose confidence in his professional 
ability. The patient usually and very properly has gone 
to his family physician and upon the physician’s advice 
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goes to a dentist. If the dentist’s views are contradic- 
tory to the family physician’s, the patient loses all con- 
fidence in the dentist, and the patient (poor victim) 
starts on a journey until he finds a dentist who agrees 
with the opinion of the family physician, and who ex- 
tracts all of the teeth. Since the family doctor has as- 
sured the patient that the removal of his teeth will ef- 
fect a cure, the patient frequertly is sadly disappointed. 
As a result he loses confidence in all those connected 
with medical or dental science. 

The practicing dentist also must disagree occasion- 
ally with the physician in the use of an anesthetic for 
dental operations. Sometimes a physician has been con- 
vinced through a dentist friend or acquaintance that a 
general anesthetic in the form of nitrous oxid is partic- 
ularly desirable for some patients, especially when the 
patient is of a very nervous disposition and cannot 
stand the needle. But, frequently, these patients re- 
quire lengthy dental operations, including the extrac- 
tion of impacted third molars, in which case the aid of 
the patient is especially an advantage; and, therefore, 
a general anesthetic is contraindicated. 

It is for these reasons that I urge a very close co- 
Operation between the physician and the dentist, so that 
humanity may be served to the fullest extent of pro- 
fessional and scientific knowledge and so that the pa- 
tient may not lose confidence in the medical and dental 
professions. The hospital can assist in securing this end 
by the addition of the dentist to the regular staff. 

It is well understood that a dental examination of 
many patients afflicted with arthritis, iritis, neuritis, 
endocarditis, nephritis, trifacial neuralgia, chronic nas- 
al sinus afflictions, etc., reveals a general neglect of the 
teeth and the oral cavity followed by such conditions 
as pyorrhea, apical abscesses, trench mouth, leucopla- 
kias, neoplasms, cystic conditions, etc. There is prob- 
ably, therefore, very good reason to believe that the sys- 
temic condition is, at least, aggravated by the dental 
condition. A dental examination frequently reveals also 
the loss of a number of teeth. This certainly interferes 
with mastication in some patients who are hospitalized 
for digestive orders. Considering then that systematic 
conditions are, at least, aggravated by dental diseases, 
the need for dental service in a general hospital is most 
apparent, and there is, therefore, just as much need for 
a dentist on the staff of every hospital as there is for an 
oculist. 

The Hospital Dentist 

Since this group here being addressed represents over 
750 Catholic hospitals, there must be quite a variation 
in the number and class of patients. The amount of 
time devoted by the dentist to the hospital will depend 
on the need for his services. In some hospitals, he would 
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probably be busy but a few hours a week, while in 
others he would spend full time, and might even re- 
quire the services of another dentist assistant. It is like- 
wise essential that the dentist be subject to call for at- 
tention to emergency cases, such as hemorrhage follow- 
ing extractions, fracture cases, etc. 

The dentist, who is in charge of the dental section, 
should be a man of vision, broadened by a general 
knowledge of dentistry, and especially of the field of 
X-ray interpretation; a man who is firm in his con- 
victions, and who will codéperate with the physician, 
but will not be influenced or swayed in his judgment on 
dental conditions by the physician; and above all, he 
must not be a “specialist.” It has been our experience 
that some specialists usually lose a sense of proportion 
and of relative values, and at times believe the execu- 
tion of their especially endowed wisdom in dental oper- 
ations to be paramount to any other dental work that 
may be done for the welfare of the patient. As an ex- 
ample of this, an exodontist, perfectly honest in his own 
convictions, might recommend the extraction of some 
teeth that might prove of benefit to the patient were 
they retained for future dental restoration which, there- 
fore, the general practitioner would refuse to extract. 

The scope of work performed by the dentist should 
be limited to the eradication of dental diseased con- 
ditions, such as extractions, surgical removal of cystic 
conditions, prophylaxis, treatment of teeth which may 
be subsequently filled and retained, the construction of 


various appliances for the reduction of fractures, and 
also the taking of the necessary X-rays unless he has 
an assistant technician who is thoroughly trained in the 
taking of these X-ray records. All other constructive 
work including fillings, crowns, bridge work, and plates 
should be left to the patient’s private dentist. 


Taking and Reading X-Rays 

I wish to emphasize the fact that the X-ray shoula 
be considered a major part of the physical equipment 
of the dental section and also that the X-rays must be 
taken by a dentist or a specially trained assistant. Den- 
tal X-rays taken by physicians, unless they are properly 
trained, are usually valueless since they very rarely pre- 
sent a true perspective of the condition. Improperly 
taken pictures usually show the teeth shortened or 
lengthened due to the taking of a picture at a wrong 
angle. 

It is likewise extremely important that the X-rays 
be read by a man of wide experience who can properly 
interpret them; one who can determine the normal 
from the pathological condition. Frequently one of less 
experience will mistake the anterior palatine foramen 
for an apical disturbance of one of the superior central 
incisors, or will read the mental foramen as an apical 
abscess on the mandibular second bicuspid, or the rad- 
iolucent areas surrounding the apices of teeth that have 
not completely calcified as an area of infection. 

Also at the outset, we must keep in mind that this 
dental hospital service is conducted primarily for the 
patients and not for the staff or help who would monop- 
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olize all of the dentist’s time by having the dental 
work done for themselves and their families to save the 
difference in price between the cost of material and the 
usual dental charges. 

It has been called to our attention that, generally 
speaking, the physician assumes a superior attitude to- 
ward the dentist, looking upon his as a necessary evil, 
just as a “tooth puller,” or hospital orderly, to do as the 
“real doctor” orders. This attitude cannot be blamed on 
the physician alone, for if the dentist permits his better 
judgment as to dental conditions to be altered to coin- 
cide with the physician’s views, he loses his own self- 
respect as well as the respect of the physician for his 
knowledge or lack of it. 

Necessary Conditions 

The salient factors in providing dental service in hos- 
pitals in order to obtain maximum results are: 

1. Personality. The dentist should be selected be- 
cause of his professional ability “to fill the job” and not 
because he has “a pull.” 

2. The proper support of the dentist in his judgment 
by the hospital authorities. 

3. Sincere codperation from the medical staff. 

4. The limitation of the dental service to the eradi- 
cation of infection and to the relief of pain. 

5. The limitation of the work to patients in the hos- 
pital and not primarily for the attendants. 

In conclusion, permit me to assure you that the ad- 
dition of a dentist to the staff of every hospital organi- 
zation, that is, of one who is capable, honest, exper- 
ienced, and who commands the respect of the staff 
physicians and hospital authorities, is absolutely essen- 
tial if we would, as we most heartily desire, give a fully 
adequate service to our patients. 


Assails Free Medical Service 

In an address, delivered at Washington, D. C., before the 
Shannon House Committee investigating federal invasion of 
the field of private enterprise, Dr. Wm. C. Woodward, of 
Chicago, head of the legislative bureau of the American Med- 
ical Association, declared that “free government hospitaliza- 
tion of private citizens injures both the taxpayer and the 
private physician.” He said that for the government to give 
free medical service to those not incurring injury or illness 
in federal service, tends to break down the economic basis on 
which private medical and hospital services are organized. 
He especially referred to veterans’ hospitals, pointing out that 
there is no objection to the treatment of soldiers and veterans 
who have incurred disabilities in military service, but pointed 
out that Congress had so broadened the veterans’ laws as to 
permit hospitalization of practically any veteran for any dis- 
ability no matter how or where acquired. 

He said that the Federal Government is now buying med- 
ical and hospital services at the expense of the taxpayer and 
is giving these services free to selected persons, rich and poor, 
for the treatment of diseases and injuries not incurred in the 
line of any public duty, either civil or military, and not in 
the discharge of any obligation whatever owed by the Federal 
Government to the beneficiaries. He also pointed out that 
government competition will tend to undermine the morale 
of the medical profession, to hinder its development, and to 
leave the people without adequate medical service in time of 
need and without adequate medical resources in case of mili- 
tary necessity. 








er a difficult subject, yet one of great impor- 
tance and of supreme interest to us all, especial- 
ly at this time.* Volumes could be written on the ever- 
changing and ever-progressing ideas on my subject, and 
more volumes could be filled with the difficulties that 
surround the subject due to present-day conditions. 
Our many years of experience have taught us that 
there are problems in the nursing profession that must 
be adjusted. Outstanding among them is the need for 
a general and a particular increase in efficiency in every 
channel of the profession. Furthermore, must we not 
link the responsibility for the administration of the 
school of nursing directly to our other general adminis- 
trative problems? This seems the fair and sensible pro- 
cedure, rather than considering the school of nursing 
as something set apart and left to shift for itself. 


Our Problems 


History shows that the foundation of true progress 
has been observation first, as to the cause of our prob- 
lems; then, careful study as to their remedy: and fin- 
ally, the practical daily devotion in the solving of these 
problems. But do we know the origin of our difficul- 
ties? Do we realize that we have ourselves mostly to 
blame? We have educated the public to the fact that 
when persons are sick they need hospital care. They 
have responded to this education and have profited by 
it. Correspondingly, we have admitted large groups of 
young women to our training schools who have profited 
handsomely in practical experience by this wide use of 
the hospital by the general public. The public needs the 
hospital ; the nursing school needs the patient. This we 
all agree upon, but now comes the present economic up- 
heaval and leaves us with a problem. Hospitals have 
been hard hit and for this one reason, at least, that 95 
out of every 100 hospitals catering to the public are 
nonprofit-producing in character, and must rely on re- 
ceipts from patients to meet running expenses. The av- 
erage length of stay of a patient in a hospital has de- 
creased greatly, making our per-day costs higher, while 
the cost of all other things around us has proportion- 
ately decreased. There are some facts to be faced here, 
and, it seems to me, a definite policy to be outlined. 


O UR Reverend President has assigned to me rath- 


Fundamental Principles 


It, therefore, seems that any plan of organization 
proposed to meet our present problems adequately 
must be based upon the consideration that a hospital 
is a part of a community in which we live, and should 
be regarded by the public as a great center of health 
education. Indeed, if we are to continue our high stan- 
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dards, the responsibility must not be confined to the 
hospital alone. 

In preparing to care for our part of such a burden, 
namely, the training of young women to care for the 
sick, we must realize that nursing education is under- 
going many changes. Advances are being made and we 
must keep pace with them in the training of our young 
nurses along the best scientific lines. Think what it 
would mean to have nursing education remain at a 
standstill while every other form of education is ad- 
vancing. For the nurse’s training is an education in the 
best sense of that word — a systematic training of men- 
tal and moral powers for gaining of knowledge and abil- 
ity in general and in particular that will render her a 
professional woman in the world. 

Readjustment Called For 

Just what is the best way to adjust nursing educa- 
tion? This is a large question and one must hesitate, 
but I have no hesitation in saying that some adjustment 
for the nurse must be made, keeping in mind, as we 
must, that the care of the patient is the historical back- 
ground for the great nursing profession. Many people 
have lost a great deal of their enthusiasm and lack 
nerve to continue to advance in the line of nursing edu- 
cation. This is a mistake, for here again we have our- 
selves to blame for not teaching the nurse that she her- 
self is profiting for now and for the future by her train- 
ing, her education. She has been taught how to scientif- 
ically care for a patient; she has her diploma, but does 
that mean, especially in times like these, that she can 
step out of her Alma Mater and expect to be kept busy 
in her profession when on every side she meets people 
professional and otherwise, able and efficient, who are 
out of work ? 

It requires no sharp degree of observation to recog- 
nize that the password through all present difficulties 
in every walk of life is readjustment: The institution 
and its administration, the community concerned, the 
graduate, the young women in training must face this 
unflinchingly and plan accordingly. I think, therefore, 
that we all ought to make use of this period of transi- 
tion for the setting up of a sensible standard for our 
profession, one that we can be proud of, one that will 
enable the young women concerned, to feel that they 
are on a par with others in different lines of educational 
endeavor, one that will develop in her a high degree of 
honor, self-sacrifice, and professional ethics. With this 
equipment she can go out into the world and more di- 
rectly into her own community, always a factor for 
good whether professionally employed or waiting the 
opportunity. 

Advantages of Nursing 

I know of no other education that will develop every 

faculty so keenly as that of nursing, rightly taught. It 
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carries with it a tremendous responsibility, charged as 
it is with the life of a patient. It always has, and al- 
ways will be recognized as outstanding among the pro- 
fessions for women. We are not called upon, as in a 
missionary era, to deal with the primitive sort of 
people; rather today we are in contact with groups of 
educated people. With their codperation and sympa- 
thetic understanding, we should be able to solve our 
problems, but in solving them we must be careful not 
to become destructive of the end for which the nursing 
profession was established. It is within the right of the 
people to overthrow any new form established that will 
not serve for their safety and happiness. Care, therefore, 
must be used in setting forth principles that will form 
a more perfect union, a foundation of justice to provide 
for both small and large hospitals, and likewise a def- 
inite tendency to promote the general welfare of the 
patient. 

We can lay down principles for our hospitals to fol- 
low, but we must still bear in mind that they reserve 
the right to their own government. Yet I feel sure that 
a great deal of good can be accomplished by our formu- 
lating some set principles, some laws, that will tend 
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toward a higher standard of nursing education. These 
ought to give a common objective toward which all 
nursing schools can work. Such a program, emanating 
from our collected experience, ought to be filled with 
happy results. 

Every legitimate business is based upon the practical 
principles of life. No matter how large or complex it 
may seem to have grown, it is governed by the law of 
right and wrong, which can be traced far back into the 
ages. The same truths apply no matter where we turn. 
This is especially true in administration of the school 
of nursing. It is a duty that we owe the young women 
we take into our nursing schools to see that they are 
properly trained. Now is the time to plan and think for 
the future. It may seem rather a difficult task, but if 
we drift on unthinkingly our profession will suffer 
greatly and we will not be solving our problems. Have 
we forgotten when disaster is raging around us from 
every side, to see God in our midst, to look to Him for 
light and guidance? We must face facts and study the 
statistics presented here at this convention, as they are 
the results of many years of systematic research, crit- 
ical observation, and diligent labor. 


Organization of the Resident Staff 
G. O. Broun, M.D. 


pital administration is the clarification of the 

position of the interns and resident physicians 
in the hospital organization.* This concerns not only 
the duties of the intern to the hospital, but also the 
obligation which the hospital assumes when it employs 
interns. A hospital has need of a resident staff for the 
purpose of treating its patients. The graduate in medi- 
cine becomes an intern in order that he may advance 
his medical education. It is the duty of the intern to 
contribute to the professional care of the sick. It is 
the duty of the hospital to see that in so doing he at the 
same time, increases his knowledge of medical science 
and the art of medicine. This is of practical importance 
to the hospital because the American Medical Associa- 
tion has clearly undertaken the task of classifying hos- 
pitals on the basis of their fitness to educate interns. It 
will become increasingly difficult for the unapproved 
hospital to secure a resident staff. 

The demand for interns in hospitals is on the in- 
crease. The number of interns in approved hospitals 
has nearly doubled in the past eighteen years. In 1914 
some 508 hospitals employed 2,667 interns. The figures 
for 1931 show that 691 hospitals employed 5,124 in- 
terns. The positions now open to interns in approved 
hospitals far exceed in number the available medical 
graduates. In the past year, 6,054 internships were of- 


A MONG the pertinent questions in modern hos- 
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fered in these hospitals. The total number of medical 
graduates was 4,735. Thus over 1,300 positions re- 
mained unfilled or were filled by interns remaining 
longer than one year. Clearly the hospital that wishes 
to secure its quota of interns must provide intern su- 
pervision and instruction of a type that will attract a 
desirable resident personnel. This requires an under- 
standing of what is involved in such a policy on the 
part of the various staff components. Hence a careful 
analysis of the place of the resident staff in the hospital 
organization is justified. 


Administrative Organization 

The interrelationships between the various admini- 
strative units of the hospital and the resident staff is 
shown in the accompanying diagram. 

The superintendent of the hospital acting under the 
authority and advice of the board of directors and the 
hospital administrative board, codperates with the 
medical staff in the appointment of an intern commit- 
tee. This committee defines and establishes the policies 
of the hospital in relation to the resident staff. Certain 
activities of educational value are inaugurated in which 
the entire resident staff participates. The professional 
contacts of the resident staff with patients are directed 
and supervised by the appropriate departmental chief 
and his staff. Important contributions to these profes- 
sional services are also received through other hospital! 
departments, such as the nursing service, the record 
room, the social-service department, and others. 
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A more detailed analysis of this scheme of organiza- 
tion would seem to indicate the following functions for 
the various units: 

1. The Board of Directors. This is here considered 
as an advisory. board composed of representatives of 
the religious order which conducts the hospital, the 
medical staff, the diocesan clergy, and the laity. It out- 
lines the general institutional policies of the hospital. 

2. The Hospital Administrative Board is a profes- 
sional group drawn from the hospital administrative 
officers (who practically always in Catholic hospitals 
are members of the religious order conducting the hos- 
pital), and members of the medical staff. This group 
may properly exercise the function of the choice and 
appointment of interns. It defines administrative pol- 
icies throughout the hospital. It establishes the regula- 
tions for the conduct of professional services. It makes 
disciplinary rules governing all hospital personnel in- 
cluding the resident staff. 


Hospital Superintendent 


3. The superintendent of the hospital is the central 
executive authority of the institution. In Catholic hos- 
pitals the superintendent is usually a Sister. It is the 
duty of the superintendent to carry out the policies 
outlined by the board of directors and to enforce the reg- 
ulations originating in the administrative board. As 
executive officer, it is the duty of the superintendent to 
provide the physical equipment necessary for the resi- 
dent staff. Such matters as living quarters, dining room. 
laundry facilities, provision for care in case of illness, 
a recreation room, and an up-to-date library are all 
direct concerns of the hospital superintendent. 

The support of a hospital policy directed to secure 
adequate pathological material for intern instruction 
through autopsies is also a duty which falls upon the 
hospital superintendent. The success or failure to secure 
autopsies, particularly in the Catholic hospital, is in 
large measure dependent on the attitude of the nursing 
Sisters and the hospital superintendent. The American 
Medical Association now requires autopsies on 15 per 
cent of all deaths in order that a hospital may be ap- 
proved for internship. A well-equipped room for post- 
mortem examinations backed by a well-conducted clin- 
ical pathological laboratory are, therefore, part of the 
physical plant necessary for the education of the resi- 
dent staff. Still another unit that must be developed, if 
proper instruction is to be given, is the radiological de- 
partment. 

The powers of the hospital superintendent are at 
times delegated to, or exercised through, such hospital 
officers as the assistant superintendent and the night 
supervisor. These officials must, therefore, be given a 
recognized place in the scheme of organization. 


Medical Staff 


4. The Medical Staff. The success or failure of the 
educational policy of the hospital toward its resident 
staff largely rests on the attitude and degree of codpera- 
tion of the medical staff. The American Medical Asso- 
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ciation has defined certain qualifications which the hos- 
pital staff must possess if the institution is to be ap- 
proved for internship. These qualifications relate to 
such matters as educational training, licensure, and eth- 
ical standing of individual staff members. It also defines 
certain necessary staff activities, such as conferences 
held at regular intervals with discussion of the monthly 
hospital reports, proper conduct, and “work-up” of 
post-mortem examinations, clinical conferences, etc. 
The need of codperation of the staff in securing autop- 
sies is stressed. The rule requiring examination by a 
competent pathologist of all materia] removed at sur- 
gical operations must have full support of the staff. 
Finally, the qualifications of the laboratory director and 
the roentgenologist are defined. 

As already stated, the medical staff, individually and 
collectively, must bear the responsibility for the educa- 
tion of the resident staff. In codperation with the hos- 
pital administration, the staff appoints a special com- 
mittee to supervise matters relating to the resident staff. 
This is known as the intern committee. 

5. The Intern Committee. This important commit- 
tee under the direction of its chairman puts into effect 
the general disciplinary regulations for the resident 
staff as defined by the hospital administrative board. 
It also has the responsibility for the interns’ educa- 
tional and recreational activities. It forms a connecting 
link between the hospital administration and the staff 
on intern matters. It establishes policies based on ad- 
vice from these two sources. 

The schedule of intern services in a hospital where 
rotating services are in use is one activity of this com- 
mittee. Emergency changes caused by illness, etc., 
should be adjusted by the chairman. 

Perhaps the most important duty that this committee 
must perform is the formulation of a plan of instruction 
for the intern staff. The exact details of this schedule of 
instruction will vary widely in different hospitals. How- 
ever, there is now a definite feeling that the experience 
received by the intern from contact with patients 
should be supplemented by some well-planned addi- 
tional activities in order to properly advance his edu- 
cational development. The participation of the interns 
and residents in history meetings, departmental meet- 
ings, and the monthly staff conferences should be re- 
quired. Likewise attendance at autopsies, clinical path- 
ological conferences, and other staff scientific meetings 
is a necessary part of this educational program. The in- 
tern library is now recognized as a necessity for proper 
intern training. Interest in medical literature should be 
stimulated by organization of a journal club with a 
regular schedule of meetings. A series of lectures by 
staff members is also a useful addition to the training 
schedule. 

The Intern Committee could also assume the respons- 
ibility of insuring proper attention in case of illness 
for members of the resident staff. This would only ap- 
ply where an organized health service for nurses and 
resident staff does not exist. Finally, attention should 
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ORGANIZATION OF THE RESIDENT STAFF 


be given to recreational facilities, so that health may 
be properly maintained. 
Professional Services 

6. The Professional Services. The work of the resi- 
dent staff in the care of patients is carried out in the 
various professional departments under the direction 
of the chief of the department and the attending staff. 
The interns’ knowledge of diagnostic measures and rem- 
edial procedures must largely be gained from observa- 
tions of methods in use by the visiting staff of the hos- 
pital. The intern must take an active part in these pro- 
cedures, otherwise he will derive no benefit from his 
service. It is the particular duty of the departmental 
directors to establish minimal routine measures neces- 


sary for diagnosis and treatment in their respective spe- 
cialties. The director must enforce this routine both on 
visiting staff and resident staff. He must require of 
members of his department sufficient attention to in- 
tern instruction to insure adequate training along ap- 
proved lines. The visiting staff has every right to re- 
quire the highest type of professional conduct on the 
part of the resident staff and should tolerate no other. 

7. Auxiliary Services. The contribution to the pro- 
fessional care of the patient and also to the interns’ 
education of such hospital units as the nursing service, 
the record room, the dietary department, the operating 
room, and the social-service department is well worthy 
of note and comment. The close contact of the interns 
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with these departments should engender such an under- 
standing of their activities that in his years of medical 
practice he may be enabled to make proper use of these 
valuable hospital services. 


' The Resident Staff 


8. The Resident Staff. The actual internal organiza- 
tion of the resident staff itself will vary so widely in 
the different circumstances of individual hospitals that 
it is an extremely difficult subject to discuss. Where 
resident physicians are employed in addition to interns 
the immediate direction of intern activities should be 
in the hands of the residents on the various services. 
This does not prevent direct contact of interns with 
visiting staff since both interns and residents should be 
in attendance when the visiting staff is making rounds. 
However, the administrative control of the resident 
over the intern is correct in principle and in most in- 
stances results in an improved type of service. It also 
serves to develop administrative capacity in the resi- 
dents which will prove useful when they, in turn, be- 
come members of the visiting staff of a hospital. 

The actual arrangement of services and the titles and 
duties of interns and residents differ greatly. There is 
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a widely accepted opinion that the first year of intern 
service should be a rotating service with experience in 
all the medical specialties. Some would extend the same 
plan to the second year. Other hospitals start speciali- 
zation of interns in the very first year of service. In 
most instances, the second or third year of hospital 
service is concentrated on the study of one particular 
specialty. My own preference is for a rotating service 
during the first year followed by service in a specialty 
for two years. Of course, the majority of medical grad- 
uates at the present time spend only one year in the 
hospital. However, the number of second- and third-year 
services are constantly increasing. It is recognized that 
these additional years of service constitute useful prep- 
aration for the practice of a specialty. 

The stress in this paper has been upon staff organi- 
zation. Hence the large subject of the duties and re- 
sponsibilities of the intern has not been emphasized so 
much as the duty of the hospital and its visiting staff 
to the resident staff. However, with an intern committee 
which functions properly and with the proper interest 
on the part of the hospital superintendent, depart- 
mental heads, and staff members, a smoothly function- 
ing resident staff will practically invariably result. 


Committee on the Grading of Nursing Schools 
Elizabeth C. Burgess, R.N., M.A. 


N coming before you this morning I desire to ex- 
I press my appreciation to your president, Father 

Schwitalla, for this opportunity to address you.* 
I accepted his courteous invitation with a good deal 
of pleasure, particularly because of my many friends 
among the hospital Sisters. 

The first position which I held after graduation 
from the school of nursing was that of operating-room 
nurse in a Sisters’ hospital. I was the first secular 
nurse the hospital had ever had. The secretary of the 
society which operated the hospital stood greatly in 
awe of the Sister Superior of the institution, and I 
found after my arrival that he and the chief surgeon 
had not mustered sufficient courage to tell the Superior 
of my coming until that very day. Perhaps you can 
appreciate that I was scarcely received with open 
arms. I must hasten to add, however, that I counted 
the Sisters at that institution as my good friends be- 
fore I left them. A good many years later, as Superin- 
tendent of Nurses at the Michael Reese Hospital of 
Chicago, I again found friends among the Sisters. I 
remember particularly those at the Mercy Hospital. 
Later in my connection over a period of six years with 
the New York State Department of Education, I 
visited and came to know very well many of the 
Catholic hospitals of the state. In connection with 
this experience I would like to record my very great 


*Read at the 17th annual convention, C. H. A., Villanova, Pa., June 21-24, 
932. 


respect for and appreciation of the work of Sister 
Immaculata, who for many years has been a member 
of the New York State Board of Nurse Examiners, 
and its president since 1927. My best understanding 
of the ideals and the efforts of the Sisters in the pro- 
motion of nursing education has come through the 
many Sisters who have been students in the nursing- 
education department of Teachers College, many of 
whom have been in my classes in nursing-school ad- 
ministration. They have entered whole-heartedly into 
the activities of the department and have endeared 
themselves to students and instructors alike. Their 
special problems have become for the time our prob- 
lems. As members of the American Nurses’ Association 
and The National League of Nursing Education 
Sisters and secular nurses are together facing the diffi- 
culties in the changing field of nursing and nursing 
education. It has been a real satisfaction to the nurses 
on the Grading Committee to have Sister Domitilla, 
one of us, on that Committee. 

Father Schwitalla in asking me to speak on the 
matters under discussion by the Grading Committee, 
has expressed his desire that I also bring before you 
my personal opinions. Before entering upon this pre- 
sentation, I would like to say a word about my con- 
nection with the Grading Committee. 

I was appointed at the beginning of the study as 
one of the representatives of The National League of 
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Nursing Education and for several years before the 
birth of the Committee I was one of those who vainly 
sought support for the undertaking from the great 
Foundations. As the Committee has been actually 
functioning over six years, it is literally true that I 
have grown gray in its service. 

There has been confusion at times in the minds of 
many persons because of the fact that the surname 
of the director is the same as my own. Dr. May Ayres 
Burgess is not a nurse. One of her qualifications for the 
position was the fact that she was neither a physician 
nor a nurse. She is, as you know, highly skilled in the 
field of statistical research. Dr. Burgess and I do not 
claim even remote relationship, but the similarity of 
name has caused some amusing incidents. After the 
book Nurses, Patients, and Pocketbooks was pub- 
lished, an unsigned editorial appeared in the Journal 
of the American Medical Association, attributing its 
authorship to “a graduate nurse who believed that all 
nurses should be college graduates.” I quote from 
memory so my wording may not be exact. This is but 
one of the embarrassing situations created. To me, 
the really odd thing about the editorial referred to, 
was that the graduate nurse, by name Burgess, did 
not at all hold the belief attributed to her. I suppose 
editors do not always inquire into a person’s beliefs 
before stating them. 

I shall attempt to prevent misunderstanding this 
morning by specifically stating when I am speaking 
for the Grading Committee and when I am giving my 
personal opinions. 


Minimum Standards 

At a meeting of the Grading Committee in Novem- 
ber, 1931, it was decided to set up the “minimum 
standards” which a school must attain if it were to be 
considered worthy of being classed as a school. At 
the April meeting of the Committee, the term “mini- 
mum standards” was changed to “lowest permissible 
qualifications” and a discussion of these qualifications 
took place. The “qualifications” as presented were 
accepted with certain modifications. 

Following the April meetings these “lowest permis- 
sible qualifications” were brought before several small 
groups for their discussion and opinion. They were 
discussed by the board of directors of the National 
League of Nursing Education at its recent meeting in 
San Antonio. That board felt strongly that, with no 
evident means for the enforcement of such low re- 
quirements, their adoption by the Grading Committee 
would lead to misunderstanding and resultant harm. 
It also felt that under the existing conditions, better 
results would be secured through the promotion of the 
essentials of a good school. 

This opinion of the board of directors of the N. L. 
N. E. was conveyed to the Grading Committee. This 
caused a renewed discussion of the matter at the meet- 
ing of the Grading Committee which was held on Fri- 
day and Saturday of last week, June 17 and 18. The 
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Committee as a whole came to the conclusion that it 
was important to set up “lowest possible qualifica- 
tions” as a means of indicating its definite disapproval 
of standards falling below them. The qualifications 
formulated neither carry nor imply indorsement of the 
committee for the level of attainment. 

The emphasis of the Committee will be placed on 
the essentials of a good school. It is the intention that 
all material shall stimulate schools toward better levels 
of attainment. 

The Committee has no intention of placing approval 
on the type of nursing education which has so suc- 
cessfully filled the ranks of nurses with incompetents. 
Many of the practices to be condemned are so ob- 
viously undesirable that we believe all who are in- 
terested will be glad to codéperate in stamping them 
out. It will be seen that out of this discussion there 
has come about a change in the emphasis placed on 
the “qualifications” rather than a change in the “quali- 
fications” themselves. 

You, of course, realize that many of the individuals 
on the Grading Committee are attempting to repre- 
sent the thinking of their associations as well as to 
give personal opinions. Opinion frequently differs. In- 
deed, if no interplay of minds took place much less 
value would be attached to these deliberations and 
final judgments. 


The Educator’s Part 

Even the nurses, viewing nursing as they do from 
different angles, are not always at one. The hospital 
superintendents and the medical group represent to a 
large extent the controlling forces in the schools of 
nursing at the present time. Their contribution to the 
thinking of the Committee is always honest and con- 
structive. We look to the educators, Chancellor Capen, 
Dr. Fitzpatrick, Dr. Charters, and Dr. Suzzallo for 
guidance and help, both in avoiding the errors into 
which other like committees have fallen and to give 
us a philosophy of education. Each has made a valu- 
able contribution and has given freely of his time and 
thought. 

At the present time the job analysis project is going 
forward. You will recall that job analysis was Project 
2 in the early plan of the Committee. With the de- 
velopment of the Five-Year Program the analysis was 
delayed ; now it is not following the exact lines which 
were originally laid out, but with the active assistance 
of Dr. Charters, the valiant supporter and user of the 
method and of nurse members of the Committee, it 
now seems probable that a true picture of the activities 
of the nurse in her direct relationship with the patient 
in the private-duty field, in the public health service 
and in the institutional field will be presented. The 
analysis is only of the work of the nurse in these so- 
called first level positions which nurses are expected 
to be prepared for by the basic course. 

This analysis will be of great help to all those who 
are waiting for such data to assist in the revision of 
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the nursing curriculum. There is, I know, agreement 
between many groups that this is needed. 

Returns on the second grading project indicate that 
hard work has been going on in the schools since the 
first survey. The majority of ‘the returns are encourag- 
ing. Progress is shown in many of the particular things 
which it has been possible to measure by the question- 
naire method. Information gathered from these re- 
turns is being published each month in the American 
Journal of Nursing. In the June issue, the director of 
the Grading Committee presented most interesting 
information with accompanying graphs on “Instruc- 
tors and Allowances.” 

The returns to the individual schools are to begin 
soon, without waiting for the completion of the en- 
tire set of questionnaires. The plan is to make these 
reports graphic, simple to read and understand, and 
as helpful as possible. With the very large number of 
schools participating in the study, you will appreciate 
how tremendous a task this is. 


Cost of Student Nursing 

One of the most valuable pieces of work which has 
been done is the stimulus which has been given hos- 
pitals which are conducting schools, to study the 
yearly costs of nursing service in their institutions as 
they are at present and to estimate what such cost 
would be if the school were not carried and the nurs- 
ing service were met in some other manner. Each hos- 
pital taking part in the study has determined for it- 
self what substitutes, additions, and subtractions to 
its staff it would need to make. The readiness of a 
goodly number of hospitals, both large and small, to 
take part in this study, and their willingness to sub- 
mit their findings shows the interest which the Grad- 
ing Committee has awakened. The results of the cost 
studies have provided valuable material. It has shown 
in the instance of several well-known institutions 
whose schools are generally acknowledged as being in 
the foremost rank in the country, a saving of very 
large sums of money through the conduct of the school. 
The Massachusetts General Hospital has been espe- 
cially helpful in that its study made by Patterson, 
Teele, and Dennis, accountants and auditors, has been 
made public through the Bulletin of the American 
Hospital Association. 

On the other hand, similar studies made by the 
small hospital which conducts a school, show that the 
school, under these conditions, is an added expense. 

The results of the various studies naturally vary 
considerably. None give a complete picture of the 
cost of nursing education but they are enlightening 
and valuable, especially as the financial support of 
the school is a basic problem in its organization and 
functioning. 

Fact finding, however, furnishes only a basis for 
action. The Grading Committee must soon formulate 
its recommendations. What will they be? Through 
what machinery will they be carried forward? What 
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are the organizations represented on the Grading Com- 
mittee going to do with the results? These questions 
and others are surging in the minds of all members, 
and especially in the minds of the nurse members; 
for after all, this study, interesting and important as 
it has been to all the so-called “parent organizations,” 
is vital to nursing. 

In the program of the Grading Committee published 
in 1926, it is stated that the function of the Committee 
was to be “the study of ways and means for insuring 
an ample supply of service, of whatever type and 
quality is needed for adequate care of the patient, at 
a price within his reach.” This statement of function 
is from time to time brought forward at our meetings. 

Now I begin to speak for myself. I cease to speak 
for the Committee and come before you as an in- 
dividual. I think it will take more wisdom than the 
Grading Committee can muster to make decisions 
which would completely fulfill this function. 

I see no way by which an ample supply of nursing 
service can be insured. Certainly, if an adequate sup- 
ply were insured, how the type and quality needed at 
a price within the reach of the patient could also be 
provided is a problem of great dimensions. It would 
certainly be quite beyond my ability to solve. Per- 
haps the “combined mind” of the. Committee may 
throw some light upon it. I doubt if it could ever be 
solved. 

There are certain big issues raised by the studies 
which have been made. What steps must be taken for 
their solution ? 


Independent Nursing Schools 

In an address made at the opening session of the 
Biennial Convention of the Nursing Organizations this 
past April, I brought forward very briefly some of the 
things which I believe must be done. The suggestions 
in themselves are not new. I now present them to you 
with some amplification. 

1. I believe the time has come for nursing schools to 
be set up as independent organizations, with the edu- 
cation of the nurse as their aim. Why should this need 
saying? Educators in other fields would be aghast, for 
why should a school have anything but the education 
of its students as its primary objective? Yet even some 
of our thinking nurses will hesitate, and hasten to 
say, “but should we not also think of the patient?” 
Naturally, in the education of the student, we are 
looking toward her ultimate service in the care of the 
patient whom we think of as a member of the family 
and a member of the community. No explanation of 
my attitude is needed for this group. Cannot we bring 
ourselves to think of nursing service as being rendered 
by the graduate nurse rather than by the student and 
so accept without question that the primary aim of 
the school of nursing should be education? May I 
repeat “nursing schools should be set up as independ- 
ent organizations.” I mean by this that nursing schools 
should be organized under educational auspices. They 
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must be independent of the hospital, I do not mean 
divorced from the hospital. Nursing schools must 
always be in close relation to hospitals, the most valu- 
able instruction which the student receives is at the 
bedside of the patient, but no school can concern itself 
primarily with the education of its students which is 
bound hand and foot by the pressing needs of a hos- 
pital which controls it. 


Nursing School for Education 

2. Every hospital which cannot show that it is justi- 
fied in conducting a school on the grounds of education 
should cease to conduct a school and employ the now 
unemployed graduate. I think no one will dispute this 
statement. The only difficulty here is the economic 
one and possibly the cost studies of the Grading Com- 
mittee will help in the solution. 

3. We should secure the interest of the state in the 
preparation of nurses. It is as much a state function 
as is the preparation of teachers. 

4. Students of nursing should pay for their educa- 
tion in money. Exchange of service for a diploma 
should cease, but it should be real education for which 
they pay. According to the Grading Committee Cost 
Studies, many student nurses are more than paying 
for their education through the service rendered to 
the hospital. I would suggest a properly organized 
school with students paying for the instruction re- 
ceived, for their maintenance, and for the incidentals, 
as do students in other schools. If this were done, the 
curriculum of the school and the instruction itself 
would need to be of a high order. 

Moreover, I believe that the hospital should pay the 
student on the basis of her value to the hospital in 
the course of her assignments. This, I know, will be 
disputed, but I am sure there should be careful studies 
made and the matter receive consideration. 

5. Far higher and better qualifications for the prac- 
tice of nursing should be set up—higher personal 
qualifications, higher general and professional educa- 
tion. 

Educational Standards 

In the beginning of this paper I stated that I do 
not believe that all nurses should be college graduates. 
I am, however, convinced that our need for students 
with broader education and greater maturity can only 
be met by requiring two years of college for entrance 
to our schools. We should set graduation from junior 
college as the requirements for matriculation in a good 
school. 

6. Colleges and universities must be approached and 
urged to assume their responsibility in the prepara- 
tion of nurses as they have assumed it in the prepara- 
tion of other groups. 

Colleges and universities are already showing gen- 
uine interest in the problem of nursing education. It 
is through their assistance that nursing will ultimately 
become a real profession. 

7. All persons who nurse for hire should be licensed 
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by the state. I believe that the legal control of prac- 
tice must enter into the program of the education of 
the nurse. Persons who know little of the practice of 
nursing are always surprised when they learn that 
there is no law in any state of the Union which pre- 
vents any person from nursing. Sometimes I think we 
do not make the situation sufficiently clear to our- 
selves. Our stated objective in our setting up of nurse- 
practice acts has been the protection of the public, 
and with this, the setting of minimum standards which 
the person desiring to practice must meet. Yet what 
have we done? We have protected titles only. The 
title Registered Nurse is now protected in all states. 
In some states the titles Graduate Nurse, Trained 
Nurse, Certified Nurse, Trained Attendant are pro- 
tected as well. 

I fully appreciate that in advocating this measure 
it involves the preparation and licensing of a group 
on a lower level than the qualified person which the 
paper deals with. I am, however, thinking of a person 
well qualified for the level of service at which she 
would function. An entire paper would be needed to 
present this subject with any degree of adequacy. 

8. We must continue to find employment for these 
unemployed at the present time, but we would warn 
those who desire to continue to meet the demands of 
nursing, that they must continuously seek further 
preparation. 

To these proposals I would like to add one other. 
I believe that the nursing organizations should create 
a national medical-examining board. 

Graduates of schools of nursing admitted to the 
examinations which it would hold would need to have 
high, very high qualifications, both personal and pro- 
fessional. Once established, it would then be necessary 
for the states to amend their laws so that those hold- 
ing a certificate showing that these examinations had 
been passed, would be licensed to practice in the par- 
ticular state, without further examination. 

The results of such a plan would be, I believe, to 
generally raise the qualifications for the practice of 
nursing all over the country, and to make it possible 
for the qualified graduate nurse to practice in a num- 
ber of states. The medical profession had found this 
procedure of great value. I believe it would be of even 
greater value to nursing. 

There are many other suggestions which might be 
discussed over the program of your convention, I see 
that many of these matters have received your con- 
sideration during this week. It is indeed gratifying to 
know that these problems, which are so vital to nurses, 
are being discussed so carefully by other organiza- 
tions. They need all the light which keen and inter- 
ested minds can shed upon them. 


Desert Hospital Opened 


At the invitation of colonial authorities, the White Sisters 
have opened a new hospital at Tougourt, in the Sahara 
Desert. The first day the institution was in operation, 465 
patients were cared for. 





or amelioration of the symptoms of disease by 

physical measures.* The physical agents that 
have been found to have certain therapeutic value both 
by clinical experience and laboratory research include 
natural and artificial heat, hydrotherapy, radiant 
energy, electricity, massage, and exercise. The ideal 
department of physical therapeutics therefore should 
comprise the following subdivisions: (1) massage and 
muscle training, (2) electrotherapy, (3) hydrotherapy, 
(4) mechanotherapy. 

In many hospitals, neither space nor funds will per- 
mit ideal installation. In such cases the first two sub- 
divisions, (1) massage and muscle training, and (2) 
electrotherapy, will suffice, but with present-day ideas 
on the treatment of chronic arthritis and fractures, 
the small department of physical therapy will have 
to install the more common inexpensive but indis- 
pensable forms of hydrotherapy. 

The simplest and most inexpensive measure of 
radiant energy at our command is natural sunlight. 
Science points out that the most effective rays are 
produced from March to October and that the hours 
between 11 a.m. and 1 p.m. are most effective. Sky- 
shine, that is, the shady side of a building exposed to 
the sky, will produce 50 to 60 per cent of the value of 
direct sunlight. Therefore, group radiation can be prac- 
ticed on hospital roofs. For the wintertime and for 
patients requiring intensive local applications of ultra- 
violet light, we use artificial generators either mercury- 
vapor or carbon-arc groups or both. This apparatus 
should be of high-class manufacture. Infra-red and 
luminous-ray elements for use as artificial heat can 
be purchased at a small cost and reflectors can be 
made by the hospital mechanic if manufacturers want 
too much for stands. 

The hydrotherapy departments in some of our large 
teaching hospitals consists of much costly equipment, 
especially when we consider pools for underwater gym- 
nastics, high-pressure water sprays, colonic irrigations, 
etc. A modest hydrotherapy department in any small 
hospital can be outfitted very moderately. For in- 
stance, a whirlpool arm or leg bath which is very use- 
ful in any physical-therapy department can be con- 
structed very cheaply by using a domestic wash 
boiler and several pieces of pipe — one for in-flow and 
another for out-flow. In place of a gymnastic pool, 
one could use the Hubbard Tank for underwater 
exercise. These tanks are portable and are in great 
demand especially for home use. The continuous- 
flow tub is gaining much favor particularly in the 
treatment of extensive burns, chronic arthritis, and 
for the production of artificial hyperpyrexia. This ap- 


: *Read at the 17th annual convention, C. H. A., Villanova, Pa., June 21-24, 
32. 
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paratus can be arranged by utilizing an old bath tub. 

We may now comment briefly on a form of physical 
therapy which is being recognized by an unwilling 
medical profession, as an important factor in the 
treatment of disease, massage and muscle reéducation. 
Mendell of England has been preaching to unwilling 
ears for fifteen years of the value of massage especially 
in fractures, but it took the world war to prove that he 
was right. The equipment necessary consists mainly 
of comfortable tables and the intelligent use of the 
proper kind of elbow grease. 

With the investment in a small high-class diathermy 
machine of reputable manufacture, a trained person 
can practice intelligent electrotherapy. However, ton- 
sil coagulation should be left to the E. N. T. specialist, 
and tumor coagulation and cutting currents should be 
used by the surgeon. Occasion may demand an invest- 
ment in a galvanic generator because many uses are 
found for this current in the routine of ordinary hos- 
pital practice. A small combination box of galvanic 
and faradic current is a necessity for muscle and nerve 
testing. 

With this modest assemblege of apparatus at its com- 
mand, it behooves the hospital to employ well-trained 
personnel to efficiently apply them. The first requisite 
is a capable and well-trained director in the person of 
a physician giving part time on salary or commission. 
The second requirement is a well-trained technician 
who has approached this specialty with, at least, a 
year’s training in physical therapy after receiving a 
degree in a recognized school of nursing or school of 
physical education. Training of two weeks duratier 
at classes promoted by manufacturers of physical- 
therapy apparatus do much harm to the scientific 
progress of physical therapy. With the investment of 
a few pieces of essential apparatus and the employ- 
ment of efficient personnel, success can be assured. 
In a short time, the department will be self-sustaining 
and in a year it will be paying dividends to its institu- 
tion. 

Physical therapy is a special department. It should 
never be combined with X-ray or orthopedics, etc. Its 
patients should be “worked up” and referred by the 
other departments of the hospital. Its location should 
never be in a basement, or in some building separated 
from the main one. It should be where there is much 
activity and where it is easily accessible to the bed 
patients of the hospital. 

Your physical-therapy department with a humble 
beginning and with efficient well-trained direction and 
application, will certainly be a success. It will win the 
respect and codperation of the other departments and 
with this teamwork it will build itself into the hearts 
of the staff and their patients. 

















The Utah Pioneer Trails and Landmarks Association dedi- 
cated monument Number Eighteen Wednesday, September 
14, on the grounds of Holy Cross Hospital to the memory of 
the pioneer Holy Cross Sisters of this diocese. 

The Utah Pioneer Trails and Landmarks Association is 
affiliated with the National Oregon Memorial Trails Associa- 
tion whose object is to mark historic spots along the Oregon 
Trail from the Missouri to the Pacific in remembrance of the 
early pioneers and in perpetuation of western history. Rep- 
resentatives of Church and State, Sisters of the Holy Cross, 
members of the clergy, pupils of St. Mary-of-the-Wasatch, of 
Judge Memorial, and St. Ann’s schools, and a large group of 
people witnessed the unveiling of the monument and marker 
erected in recognition of the splendid contribution of the 
Sisters of the Holy Cross to the cause of western civilization 
in the fields of education and charity. The tribute was pri- 
marily that of the Utah Pioneer Trails and Landmarks Asso- 
ciation, but it was also the tribute of the Diocese of Salt Lake 
and of the State of Utah. From various cities and towns of 
the state came men, women, and children happy to express 
their sentiments of loyalty and love to the Holy Cross Sis- 
ters; happy to see engraved on tablets of bronze the senti- 
ments long engraved on the tablets of their hearts. 

By a felicitous choice of dates, the ceremony took place 
on the Feast of the Exaltation of the Holy Cross. At the 
request of the first missionary bishop of Salt Lake, Most Rev. 
Lawrence Scanlan, the Sisters of the Holy Cross came to Utah 
not to obtain lands or riches but to gain immortal souls to 
the Kingdom of God; they came to contribute their splendid 
gifts to the cause of salvation; they came to exalt the true 
cross of Christ and to mark the faint trails with the sign of 
redemption. ; 

In June, 1875, in answer to the appeal of the Reverend 
Lawrence Scanlan, two Sisters of the Holy Cross, Mother M. 
Augusta and Sister M. Raymond, came to Salt Lake City. 
In August they were joined by Sisters M. Pauline, Anna, 
Josepha, Holy Innocents, and Petronella and in September 
they opened St. Mary’s Academy at 152 South First West 
Street. 

In October of the same year Sisters M. Holy Cross, Bar- 
tholomew, and Bernard opened Holy Cross Hospital at 50 
South Fifth East Street. The hospital was established on the 
present site in 1882, and has been carried on by their 
successors. 

The College and Academy of St. Mary-of-the-Wasatch and 
Holy Cross Hospital stand today as monuments to mark the 
trail of these pioneer Sisters. 

Utah Pioneer Trails and Landmarks Association and the 
Catholic People of Utah. 

Number Eighteen 
This monument erected September 14, 1932 
Sisters of the Holy Cross 
Catholic Pioneers in the Cause of 
Christian Education and Charity 
in Utah 

The program opened with community singing led by Mr. 
A. J. Southwick. The invocation was offered by Rev. Patrick 
Kennedy, pastor of St. Joseph’s Church, Ogden, Utah. Hon. 
George H. Dern, governor of the state, expressed the greet- 
ings and the felicitation of the commonwealth to the Sisters: 

“T feel highly honored by being given the privilege of say- 
ing just a word of formal appreciation on behalf of the state. 
The pioneer Sisters who laid the foundation of this hospital 
of which every citizen of Utah is proud, deserve to be hon- 
ored and in those early days they were ministering angels who 
relieved the physical sickness of the people at that time. 
That sort of work deserves to be glorified. The pioneer Sis- 
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ters were also engaged in educational work and they laid the 
foundation many years ago for another institution in which 
every citizen of Utah takes a just pride; namely, St. Mary- 
of-the-Wasatch. It is fitting to erect a monument here to the 
memory of those Sisters. We appreciate their splendid work 
referred to by Dr. W. M. Donoher, speaking for the staff of 
the hospital: ‘In the matter of expressing what the staff thinks 
of the Sisters of the hospital, after a very intimate daily asso- 
ciation with them over a period of nearly a quarter of a cen- 
tury, it would be quite impossible to express that sentiment in 
a brief period of time. We feel after these long years of service 
that the Sister is peculiarly fitted to the work and the manage- 
ment of a hospital. We feel in a way that there is no other 
hospital conducted quite in the manner as the Sisters’ hospital 
is, and the reason seems to be rather obvious because the 
Sisters are always ‘“‘on the job,” from the moment they take 
their vows until they answer their last call.’ And so in express- 
ing our congratulations it is our most fervent prayer that when 
the Great Caller will take them to their reward. He shall say 
to them: Well done, thou good and faithful servants.” 

Professor Levi Edgar Young of the University of Utah 
gave a historical sketch of the work of the Sisters in the State: 

“When Bishop Scanlan came to this territory he opened a 
small hospital on Fifth East; it was located in the adobe 
building between First South and South Temple, just a few 
blocks from here. To this hospital came people not only from 
the territory here, but from neighboring states, Nevada, 
Idaho, and even from Montana. After 1882, or during that 
year, the hospital was built here on this spot and ‘opened dur- 
ing that year and from that time the hospital of the Holy 
Cross has become known throughout the intermountain 
country.” 

Hon. George Albert Smith, president of the Utah Pioneer 
Trails and Landmarks Association, presented the monument 
to the Holy Cross Sisters. He said: 

“T am happy that I am permitted to be here today to bring 
to this institution a monument and a marker that we believe 
will perpetuate for all time as well as bronze and stone can 
do, some of the finest things that have been accomplished 
here. I feel today that it is a privilege to honor the Sisters 
and on behalf of the Pioneer Trails Association I have the 
pleasure in presenting to them this marker and monument and 
say that we present it not only because they have earned it, 
but we present it because of the love that is in our hearts for 
them. I feel indeed that we are all honoring ourselves, and I 
am delighted at the opportunity to present to the Holy Cross 
Sisters, on behalf of the Utah Pioneer Trails and Landmarks 


* Association, the monument that has been placed in their 


honor.” 

Sister Mary Madeleva, President of St. Mary’s College, 
accepted the monument in the name of the Holy Cross Sisters: 

“Out of the work of the National Landmarks Association has 
come a group of beautiful tablets. It is not my happy privilege 
to enumerate the services of the Utah Pioneer Trails and 
Landmarks Association under the inspirational direction of 
their president. I refer only to the touching event in a beau- 
tiful career. I cannot think that Mother Augusta and her band 
of pioneer Sisters coming to Salt Lake in 1875 could have 
anticipated anything quite so beautiful as the marker that 
has been erected to their memory. This is the only monument 
that has been raised to the Sisters of the Holy Cross in Utah. 

“Tt is hard for us of a single generation to appraise their 
sacrifices on this day of days. One of the happy thoughts of 
meeting here, is the presence of that golden figure who sum- 
marizes in herself the best and sweetest memories in the State 
of Utah, Sister Mercedes. Through her and with her and for 
the Sisters of the Holy Cross, we thank the Utah Pioneer 
Trails and Landmarks Association, we thank the civic organ- 
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izations who have collaborated, we thank the Catholics in the 
State of Utah who have made financially possible the erection 
of the monument which honors us and will honor the Sisters 
of the Diocese. The gratitude of a community is a consecrated 
and holy thing. It is all that we have to give. And I give it to 
you this day.” ° 4 

Rt. Rev. Msgr. D. G. Hunt, administrator of the diocese, 
spoke as follows: 

“T take my theme from the Gospel of last Sunday. There 
are two great commandments: ‘Thou shalt love the Lord thy 
God,’ and ‘Thou shalt love thy neighbor as thyself.’ Upon these 
two commandments depend the whole law and the prophets 
and around these two commandments centers all our religious 
life. We should, first of all, love and worship Almighty God. 
We should worship Him in faith, hope, and charity. We should 
pour forth to Him our prayers of adoration, thanksgiving, and 
propitiation. And along with this we should love our neighbor 
as ourselves. This lesson may be preached to you in many 
ways. The Sisters of the Holy Cross, those pioneers who came 
here, their successors who are here, preach this lesson to us 
in and by their lives. Wherever they go there is, first of all, 
the chapel wherein they worship Almighty God. Every day 
they go there, every hour there is someone there. And the 
next thing they do is to open a classroom where they may 
teach or open a sickroom where they may nurse. Sisters of 
the Holy Cross dedicate their lives to the worship of God 
and the service of men and in their lives they preach to us 
that lesson. For their example for that lesson which they live, 
we should all be profoundly grateful. Speaking on behalf of 
the Catholic clergy of this diocese and of the Catholic people 
of this diocese, I express our congratulations to the Sisters 
of the Holy Cross, and our congratulations to the community 
which they have blessed by their service, for, after all, the 
State of Utah and all our people have been blessed by their 
presence.” 


GRADUATE FELLOWSHIPS NAMED 
AFTER SISTERS 


At St. Louis University three graduate fellowships, one in 
Internal Medicine, one in Surgery, and one in Gynecology and 
Obstetrics, have been named after three Sisters, three of the 
Mothers General of the Sisters of St. Mary. The Mother Con- 
cordia graduate fellowship is awarded in Surgery, the Mother 
Seraphia graduate fellowship in Internal Medicine, and the 
Mother Odelia graduate fellowship in Gynecology and Ob- 
stetrics. These fellowships are three of a group of twelve 
given to second-, third-, and fourth-year interns who are pre- 
paring themselves in specialties. One of the fellowships in Sur- 
gery, moreover, is named after the Reverend Charles H. 
Cloud, S.J., former regent of the School of Medicine and now 
the Very Reverend Provincial of the Chicago province of the 
Jesuit Order. Another is named after the Reverend John C. 
Burke, S.J., who was regent of the school of medicine at the 
time that the St. Louis University acquired the Marion Sims 
School of Medicine and still another is named after the Rev- 
erend William Banks Rogers who was president of the St. 
Louis University at the time when the University acquired the 
former independent School of Medicine. The remaining six 
fellowships have been named in honor of personages distin- 
guished either locally or nationally for their interest in medicine. 

As far as we notice this is the first time that fellowships 
in the medical schools have been named after one of the 
Sisters. It is particularly significant that each of the three 
Mothers General after whom these fellowships have been 
named has distinguished herself in particular interests in 
some aspects of medical education. Mother Odelia, the first 
Mother General of the Sisters of St. Mary, not only organized 
the first hospital of these Sisters but also placed the nursing 
education of her Sisters upon what was, at that time, thought 
to be a very sound and progressive basis. The Reverend Mother 
Seraphia was known in her Order as a hospital builder having 
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been responsible during her tenure of office for the erection 
of at least five of the eleven hospitals belonging to her com- 
munity. The Reverend Mother Concordia, the present Mother 
General, negotiated the far-reaching and progressive agree- 
ment between the Sisters of St. Mary and St. Louis Univer- 
sity. It was, therefore, thought eminently fitting that the 
naming of a fellowship in a branch of medicine should per- 
petuate for future years the remembrance of the achieve- 
ments of these three Sisters. 


A PIONEER SISTER NURSE 

A few weeks ago Sister de Sales, long identified with St. 
Michael’s Hospital in Toronto, in the odor of sanctity and in 
the livery of her lifelong patron and father St. Joseph, fell 
asleep in Christ. 

The Sisters of St. Joseph will miss Sister de Sales and 
mourn her. She was an edifying religious. Her heart was of 
gold. Under the influence of heavenly grace it was purified to 
a point of high sanctity. This good woman possessed, too, a 
personality that was unique. It was a curious blending of the 
religious and the human — and most attractive. She could be 
the martinet, a worshiper of stern duty’s form and yet be the 
most lovable of women. To those she loved, she was un- 
wavering in her devotion. If she liked one she could not hide it. 

Sister de Sales was a great nurse. She was present at the 
birth of St. Michael’s Hospital. She saw—and that with 
laudable pride —the babe in swaddling clothes become a 
veritable giant in size, equipment, and efficiency. In the years 
that intervened, this good religious and nurse ministered so 
skillfully and faithfully to God’s suffering children that came 
to St. Michael’s that she was known to, and revered by, 
thousands. Only the Savior can count the souls that love Him 
today all through the benign influence of that frail little Sis- 
ter of St. Joseph, Sister de Sales. 


Tribute to Sister De Sales 

“TI most respectfully beg of you that I be allowed to asso- 
ciate myself with you and ydur Sisterhood in grief at the 
death of Reverend Sister de Sales. I would also wish to add 
my joy as we remember a long and happy life spent in the 
most perfect spirit of helpfulness that I have ever witnessed 
in a human being. 

“The encomium she received this morning, ‘Well done good 
and faithful servant,’ would surprise only one person, and 
that would be Sister herself. 

“T could write a ream without exhausting the material that 
has been gathering since I was first associated with her and 
out of which has matured my conception of Reverend Sister 
de Sales as the most consistent expression of our Lord Jesus 
Christ, that I have ever encountered in this world. 

“Virtue has gone out from her and souls have been strength- 
ened and their hurts assuaged and the multitude no man can 
number. 

“Please accept these poor phrases from a full heart of one 
whose own charity has been deepened, and whose spirit has 
been strengthened in the long period through which it was 
my privilege to work with her.” 

— Malcolm H. V. Cameron, M.D. 


An Appropriate Gift 
St. Patrick’s Hospital at Missoula, Mont., recently received 
for the chapel, a beautiful life-sized statue of St. Thérése, 
the Little Flower, patroness of the missions, from Patrick 
Wall, of Gold Creek, Mont. The gift was donated in honor 
of the memory of the late Mother M. Julian, head of the 
Sisters of Charity of Providence. 


Visit Maternity Home 
The hospital and nursery of St. Vincent’s Maternity Home, 
Los Angeles, Calif., was recently inspected by auxiliary mem- 
bers and their friends, who attended a tea held at the insti- 
tution. Samples of handiwork made by the girls, who are 
cared for there, was on display. 








